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Adolescence is a developmental stage characterised by significant growth in the areas of 
emotional, physical, social, and cognitive development, which have a significant influence on 
individual outcomes later in adulthood. For young people who stammer, difficulties multiply 
during the adolescent years (Van Riper, 1982), and the last thing adolescents want to do is touch, 
feel, see, and/or discuss their speech production or fluency (Couture, 1982).  
Despite music therapy being a common intervention for adolescent populations and individuals 
with speech disorders such as verbal apraxia, aphasia, and hearing impairment, little has been 
documented on music therapy with individuals who stammer. This thesis explored music and 
music therapy with adolescents who experience developmental stammering and investigated the 
effectiveness of a music therapy group intervention with this client group.   
Participants (adolescents and adults who stammer, music therapists and speech and language 
therapists) were recruited to explore their perceptions and experiences of music and music therapy 
for stammering. The following embedded mixed methods design was used to collect data from 
these individuals: 
1. Semi-structured interviews with individuals who stammer, music therapists and speech 
and language therapists  
2. One-group pre-test post-test music therapy group intervention with adolescents who 
stammer  
3. Semi-structured interviews with adolescents who stammer who participated in the music 
therapy group intervention 
The study found that developmental stammering can have a negative impact on the speaker, and 
that such an impact may be reduced through music therapy delivered in a group format. A range 
of benefits were experienced by participants including an increase in confidence, self-esteem, and 
social participation. Further research is needed to extend the findings of this study. An increase in 
the number of adolescent participants is recommended, and a longer follow-up period for post-test 
measures.  
This thesis is exclusive in that it advances the integration of music therapy into continuum of 
support services for adolescents who experience developmental stammering. The combined 
qualitative and quantitative results of this study support the use of music therapy with adolescents 
who experience developmental stammering.  
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Chapter 1: Introduction 
 
 
1.1 Introduction  
 The ability to communicate is something many of us take for granted. Some individuals 
have difficulties with speech, language and communication which can affect their ability to express 
themselves, develop relationships and participate in their lives in meaningful ways. Speech, 
language and communication needs include a variety of difficulties related to all features of 
communication. These encompass difficulties with producing speech sounds and formulating 
sentences, using language socially and voice disorders. The overall aim of this research study was 
to explore music therapy with adolescents who experience developmental stammering.  
 This thesis is written in the third person, except for chapter one which uses the first-person. 
In this chapter, I provide an overview of the area of study, information regarding my motivation 
to undertake the project, followed by a general outline of the relevant areas which will be 
discussed. Finally, my research questions are presented.  
 
1.2 Personal Motivation  
 For as long as I can remember, I have been drawn to the creative arts and involved myself 
in these activities in some way throughout my life. Interactions range from playing in primary 
school orchestras, acting in school plays, singing in church and school choirs, to performing in a 
two-piece band. Knowing the catharsis that music has offered me, I want to help others to attain 




therapist), it is my wish to further the knowledge and understanding of music therapy with 
individuals with communicative difficulties in order to improve clinical practice.  
 In 2014, I completed a BSc (Hons) in Speech and Language Therapy at the National 
University of Ireland, Galway. From 2016 – 2017, I worked with children and adolescents with 
various communication difficulties, including stammering, in a private speech and language 
therapy clinic. With these clients, I dealt with sensitive issues such as anxiety, self-esteem and 
communication apprehension. My clinical experience suggested that older children and 
adolescents who stammer became more worried about their dysfluent speech as they grew older.  
 As I furthered my understanding of stammering, I became aware of research suggesting 
the potential benefits of the creative arts for individuals who stammer. Specifically, two articles I 
reviewed highlighted how shifting from verbal to nonverbal communication through art decreased 
anxiety associated with stammering (Stewart & Brosh, 1997; Lev-Wiesel, Shabat, & Tsur, 2005) 
Lev-Wiesel and colleagues report that nonverbal communication through art can “heighten one’s 
confidence in one’s ability to communicate with others” (Lev-Wiesel, Shabat, & Tsur, 2005, p. 
92). Music and specifically music therapy have been used to address speech disorders in a variety 
of populations, including those with verbal apraxia (Beathard & Krout, 2008), hearing impairment 
(Gfeller, Driscoll, Kenworthy, & Voorst Van, 2011) and aphasia (Hurkmans et al., 2015). There 
was, however, a noteworthy absence of research literature on the medium of music and music 
therapy with individuals who experience dysfluent speech.  
 These initial explorations affirmed my idea that this area of practice was worthy of further 





1.3 Background and Scope of the PhD Study  
 All speakers experience moments of dysfluency. It is common to occasionally repeat a 
sound or word, pause briefly mid-utterance, or interject extra syllables such as “uh” or “em” while 
speaking. It is not usual, however, for dysfluencies to impair communication or cause anxiety in 
the speaker (Shipley & McAfee, 2008). Stammering is characterised by a high frequency of 
stoppages and/or duration in the forward flow of speech. These stoppages include repetitions of 
sounds or syllables, blocks of airflow or voicing, or prolongations of sounds (Guitar, 2014).  
 For many individuals, stammering extends beyond overt instances of dysfluent speech. 
Van Riper (1973) recognised that there is another side to stammering and described covert or 
hidden features including fear, shame and avoidance. These can have a negative impact on quality 
of life and limit participation in daily activities (Yaruss & Quesal, 2004).  Young people who 
stammer are not exempt from these adversities (Gerlach, Hollister, Caggiano, & Zebrowski, 2019).  
 By adolescence, teenagers who experience persistent stammering report lack of 
information about stammering, limited awareness of the impact of stammering and insufficient 
openness in society leading to a sense of isolation. The latter was clearly highlighted in one study 
into treatment for adolescents: “I thought I was the only person in the world who had it” (Hearne, 
Packman, Onslow, & Quine, 2008; p. 87). Research also indicates that stammering severity 
impacts self-esteem (Adriaensens, Beyers, & Struyf, 2015). By late adolescence, overt stammering 
may be entangled in a web of covert features affecting self-esteem and attitudes to communication 
resulting in self-stigma.  
 This situation raised questions about how adolescents who stammer can have their needs 




differently? Do we need to think beyond traditional therapies? These questions were a catalyst, 
guiding this project from its formation to its completion.  
 
1.4 Research Questions  
 The primary research questions in this thesis were:  
i. What are the experiences and perceptions of music and/or music therapy for individuals 
who stammer, speech and language therapists and music therapists?  
ii. Does participation in group music therapy result in communicative, cognitive and/or 
affective changes in adolescents who experience developmental stammering?  
iii. What are the adolescents’ experiences of group music therapy?  
 









Table 1.4.1   
Key Research Questions and Sub-Questions 
Key Question 
a) What are the experiences and 
perceptions of music and/or music 
therapy for individuals who stammer, 
speech and language therapists and 
music therapists? 
Sub-question 
• What are the individuals’ experiences of using music and/or music therapy for 
stammering?  
• What are the therapists’ experiences of using music and/or music therapy in working with 
adolescents who stammer?  
• What music therapy approaches and/or techniques are currently being used with 
individuals who experience developmental stammering? 
• What are the participants’ perspectives on music therapy services to meet the needs of 
adolescents who experience developmental stammering?  
b) Does participation in group music 
therapy result in communicative, 
cognitive, and/or affective changes in 
adolescents who experience 
developmental stammering? 
• Is there a difference between pre and post Overall Assessment of the Speaker’s 
Experience of Stuttering (OASES) subtest and overall impact results following 
participation in group music therapy intervention?  
 
c) What are the adolescents’ 
experiences of group music therapy?  
• What was it like for adolescents to make music in a group with others who stammer?  
• How do adolescents experience the response of other group members to their musical 
contribution?  
• Which music-based activities did adolescents find most useful? 
• Did the songs brought along to group have anything to do with feelings around 
stammering?  
• How do the participants describe their experience of being in group music therapy?  






1.5 Overview of the PhD Thesis   
• Literature Review (Chapter 2):  This chapter reviews the literature relating to music and 
communication, adolescent development, stammering in adolescence, music therapy for 
adolescents and other relevant topics. Gaps in the literature are presented, identifying the research 
questions that guide this project. The dearth of literature detailing outcomes from music therapy is 
highlighted setting the scene for this current thesis.   
• Research Paradigm and Study Design, Method (Chapters 3 - 4): Chapter 3 introduces the 
methodology and discusses the methodological and ethical issues that relate to this study.  A 
rationale for the research methods employed in this project is provided, followed by a detailed 
description of how each part of the research was conducted. Chapter 4 details the participants and 
research tools used to generate the data. Furthermore, this chapter describes implementation of the 
tools and the data prepared for analysis.  
• Results (Chapters 5 - 7):  Chapters 5 presents the findings of the experience and perceptions of 
music and/or music therapy for adolescents who experience developmental stammering. Chapter 
6 addresses the music therapy intervention and the quantitative data findings. Chapter 7 looks at 
the perceptions and experience of adolescents who stammer who attended group music therapy 
sessions.  
• Discussion (Chapters 8 - 9). Chapter 8 introduces the discussion chapters and begins with the 
impact of stammering on the speaker. The main results are discussed, giving special consideration 
to theory and to practice. The limitations of this project and suggestions for future research are 
then presented. The final Chapter 9 discusses specific findings in relation to the literature and 





Chapter 2: Literature Review 
 
2.1 Introduction  
 This literature review contains two parts. Part 1 provides a broad overview of the origins 
of music and communication; music therapy and speech and language therapy collaboration; 
adolescent development; the role of music in adolescence; and music therapy with this age group. 
Part 2 of this review examines developmental stammering and how the needs of adolescents who 
stammer are currently being met, while noting the gaps in the literature.  
 A literature search was conducted between September 2017 and December 2019 to locate 
empirical and conceptual literature around music, music therapy and developmental stammering. 
The databases CINAHL, MEDLINE, PsychINFO, PubMed, Science Direct, Academic Search 
Complete and Google Scholar were searched. Results included findings from the Nordic Journal 
of Music Therapy, The Arts in Psychotherapy, Music Therapy Perspectives, The Journal of 
Fluency Disorders and The Journal of Speech, Language and Hearing Research.  
 Key words used included: “stuttering”, “stammering”, “developmental stuttering”, 
“developmental stammering”, “fluency disorder”, “music”, “music therapy”, “music therapy 







Part 1: Music, Communication and Adolescence 
 
The complex systems of speech, language, communication and music, which we are 
exposed to on a daily basis, have existed in every human culture throughout history (Jentschke, 
2016). These systems have evident differences, and by the time we reach adulthood, we have 
distinct knowledge about each (McMullen & Saffran, 2004). However, unlike other domains such 
as vision, both music and language employ rule-governed sequences and melodic and rhythmic 
patterns. Scholars, including philosophers, music theorists, poets, and linguists, have long been 
interested in the possible links between the two domains (Patel, 2005) and in recent years, the 
relationship of music and language has focused on their commonalities rather than their differences 
(Jentschke, 2016).  
  
2.2 The Relationship between Music and Language  
 Jean-Jacques Rousseau (1993), a writer, composer and philosopher, was one scholar who 
advocated that music and language share a common ancestor and that language evolved out of 
music for organisation of human groups and societies. Charles Darwin (1871) supported the 
common origin view, however, he considered that music evolved from the primate’s reproductive 
calls and that language was first. Many authors share the opinion of a common ancestor to music 
and language. The concept that the first fundamental function of both systems was to express 
emotive meaning through variations in the intonation of the voice and rhythm also adds to this 
consensus. In the systems of language and music, excitement is expressed through fast, high-




sung, not spoken; they were aimed at expressing emotions, love, hate, and anger. They were 
passionate before being rational” (Besson & Schön, 2001, p. 234).  
 Many definitions have been suggested for music and language, and the description given 
for language will often apply to music and vice versa (Besson & Schön, 2001). By the time 
individuals have reached adulthood, they have developed ideas and opinions about music and 
language informed by our individual experiences and culture. Though we feel we know what these 
systems are, they can prove hard to define.  
Besson and Schön (2001) refer to structural and functional aspects when defining music 
and language. Structurally, one criterion is rhythm and the temporal ratios that outline a piece of 
music by the segmentation of time. The other structural criterion is that all cultures have separated 
the sound spectrum into discrete pitches that form the musical scales. These structural criteria are 
applicable to language as well. Like music, language is also composed of sequential events that 
take place in time with a specific rhythm, segmental (phonemes) and suprasegmental (prosody) 
information. Furthermore, the continuum of speech is divided into distinct phonemes, the basic 
phonological unit. It is clear that both language and music are: conveyed by sounds, omnipresent 
elements in all cultures, specific to individuals, and are cultural artefacts that do not correspond to 
natural objects. Music and language are rule-based systems composed of phonemes, words and 
notes that are combined into higher-order phrases and sentences through the rules of harmony and 
syntax (Besson & Schön, 2001).  
Functionally, there are a number of similarities between language and music. Besson and 
Schön (2001) examined the following citation from Pinker (1994, as cited in Besson & Schön, 




Language is a complex, specialised skill, which develops in the child spontaneously, 
without effort or formal instruction, is deployed without awareness of its underlying 
logic, is qualitatively the same in every individual, and is distinct from more general 
abilities to process information or behave intelligently (p.18).  
 Except for music production, the word “music” could be substituted for “language” and 
the characteristics would still apply. Both systems rely on intentionality, in other words, a theory 
of mind is required for language and music. Both systems develop with specific learning according 
to set procedures depending on the musical or linguistic culture. Even though perception precedes 
production in both domains, children acquire linguistic and musical rules in a similar manner. 
Early on, children create musical and verbal phrases by applying a rule system that they have been 
able to extract without conscious intentions. Both language and music involve memory: adults can 
recognise and reproduce learned melodies, words, songs and poetry (Besson & Schön, 2001).  
 Language may be defined as a symbolic medium for communication, with a lexicon of 
meanings and syntax. Brandt, Gebrian and Slevc (2012) report how “we don’t speak to be heard, 
we speak to be understood” (p. 11). Speech is symbolic and sound is the bearer of its message 
(Brandt, Gebrian, & Slevc, 2012). 
Another important aspect of language is that it needs to be acquired by young children. 
Deacon writes, “the structure of a language is under intense selection pressure because in its 
reproduction from generation to generation, it must pass through a narrow bottleneck: children’s 
minds” (Deacon, 1997, p. 110). Language is an understanding between what adults need to say 
and the young child’s ability to process and execute what they hear. What young children hear, 




2.2.1 Developmental Perspective  
 The field of developmental psychology has been a valuable source of studies pertinent to 
music’s origins. Babies are born with the ability to process music, including frequency perception, 
timbre and timing; and are able to abstract various emotional content from vocalisations, based 
solely on tone and rhythm (Trehub, 2003). Furthermore, infants seek companionable interactions 
with others (Trevarthen, 2001).  
 Over the past twenty years, Trehub and her colleagues (Trehub, Bull, & Thorpe, 1984; 
Trehub, Unyk, & Trainor, 1993; Trehub, Unyk, Kamenetsky, & Hill, 1997) have found that even 
very young children possess rudimentary musical sensitivities. At the most fundamental level, 
babies as young as eight months appear to perceive melodic pitch contours in the same way adults 
do, treating a transposed version of a melody as the same even though the tones are different 
(Trehub, Bull, & Thorpe, 1984). In contrast, if the tones are reordered, modifying the melody, 
young children treat the second tone as new, directing their gaze toward the source of music. 
Seemingly, infants notice relative pitch changes, just as adults do. Young children are also able to 
generalise across tempo changes (Trehub & Thorpe, 1989), again demonstrating their ability to 
extract melodic information from a tone sequence in a similar way to adults. Thus, some of the 
fundamental auditory perceptual abilities needed to perceive music seem to be present in infants 
with very little exposure to music (McDermott & Hauser, 2005).  
 
2.2.2 New-born Sensitivity to Music 
 Not yet understanding the syntax and semantics of words, new-borns apparently focus on 
the acoustic elements of voices, prosodic features of language (Jusczyk, 2002) and seek 




both music and speech to communicate emotionally with their preverbal infants. Suprasegmental 
cues in both music and language are highly salient to infants, and patterns of rhythm, intonation, 
and contour likely drive most of the early processing in the two domains (Falk, 2004a, 2004b; 
McMullen & Saffran, 2004). Furthermore, infants and primary caregivers share emotional 
experiences by matching the rhythm, shape, duration, and intensity of the others’ expression in 
what Daniel Stern has coined ‘affect attunement’ (Stern, Hofer, Haft, & Dore, 1985). Affect 
attunement is ‘the performance of behaviours that express the quality of feeling of a shared affect 
state, but without imitating the exact behavioural expression of the inner state’ (Stern et al., 1985). 
Stern (2010) described this mechanism as a fundamental feature of communication skills and basic 
interaction, and it is an essential part of how primary caregivers relate to the inner world of the 
infant (Jacobsen & Thompson, 2017).  
Infant-directed speech and parental singing are thought to encourage phonetic learning by 
directing attention to relevant speech cues for example, exaggerated intonation helps the infant to 
figure out the sender’s communicative intention (Fernald, 1989) and new-borns demonstrate a 
strong tendency to direct their attention toward speech sounds with exaggerated intonation. Infants 
depend on healthy parent-child interactions (Malloch, 1999) and a comprehensive battery of 
musical information (pitch, stress and rhythm) to learn speech (Jentschke, 2016).  
Malloch (1999) and Malloch and Trevarthen (2009) proposed that parent-child interaction 
is based in a communicative musicality. Communicative musicality captures the musical elements 
that are part of the infant’s earliest social interactions when “baby and mother listen to one 
another’s sounds, creating co-operative patterns of vocalisations” (Malloch, 1999, p. 30). This 
model recognises that the primary caregiver and infant are partners in a musical dialogue with joint 




Trevarthen, 2001; Trevarthen & Malloch, 2000). This early musical interaction is pre-linguistic 
and shaped through vocal and physical gestures that bring the infant and parent into a state of felt 
attunement (Malloch, 1999). Trevarthen and Malloch (2000) report that communicative musicality 
is observed in parent-infant interaction due to the parent and infant’s shared desire to attune (Stern, 
Hofer, Haft, & Dore, 1985) with each other. Communicative musicality consists of the elements 
pulse, quality, and narrative (Malloch, 1999) and allow co-ordinated closeness to arise.  
 New-born infants’ abilities in various aspects of speech perception have been reported as 
proof that language is innate. However, this perception is dependent on discrimination of musical 
aspects of speech, the sounds of language. Music has a privileged status that allows us to acquire 
the musical conventions of our culture and thus learn our native language. Without the ability to 
hear musically, we would not be able to learn language (Brandt, Gebrian, & Slevc, 2012).   
 
2.2.3 Music Develops Speech, Language and Communication Skills  
In addition to the similarities between the above domains, there is evidence that music is 
beneficial to developing and enhancing speech, language, and communication skills. Thaut and 
Hömberg (2014) report that in the music neuroscience and education literature, there is a 
relationship between language skills and musical aptitude. Researchers (e.g. Corradino, 2009; 
Moreno et al., 2009; Moreno et al., 2011) have found that music enhances phonological awareness, 
reading ability, reading comprehension, and verbal intelligence.  
Further to developing language skills, Geist, McCarthy, Rodgers-Smith, and Porter (2008) 
report how music promotes speech production. Research has found that music techniques can 




Augmentative and Alternative Communication systems paired with music-based strategies are also 
noted in the research literature (Geist, McCarthy, Rodgers-Smith, & Porter, 2008).  
While there is considerable research on the use and benefits of music for speech, language 
and communication in young children with Autism Spectrum Disorder, Down syndrome or 
Specific Language Impairment, there is little information about the application of music for 
children and adolescents who stammer. Furthermore, although music therapy and communication 
have the potential to complement each other in clinical settings (Geist, McCarthy, Rodgers-Smith, 
& Porter, 2008), research documenting this shared approach is not found regarding adolescents 
who experience developmental dysfluency.   
 
2.2.4 Music Therapy and Speech and Language Therapy Collaboration  
 Music therapists work with a number of professionals including clients, parents and 
caregivers, medical staff, occupational therapists, physiotherapists, speech and language therapists 
and other creative arts therapists (Register, 2002; Kern, Rivera, Chandler, & Humpal, 2013; 
Brown, Benigno, & Geist, 2018). The Code of Professional Conduct and Ethics of the Irish 
Association of Creative Arts Therapists (2013) requires that creative arts therapists “maintain 
proper and effective communications with service users, carers and professionals.” Similarly, 
speech and language therapists’ engagement in interprofessional practice is also endorsed by their 
national regulating bodies, CORU (2018) and the Irish Association of Speech and Language 
Therapists (2015).  
 Collaboration between music therapists and speech and language therapists is growing. In 




professionals, 44.6% worked with speech and language therapists.  Furthermore, Register (2002) 
notes that the most common work setting for music therapists who collaborate with other 
professionals were nursing homes and schools (Register, 2002).  
 In another study, focused on music therapy practice with individuals with Autism Spectrum 
Disorder, Kern and colleagues (2013) surveyed music therapists on their practice and training 
needs. The therapists in this study indicated working with individuals of all ages with Autism 
Spectrum Disorder in a range of settings. Regarding collaboration with other professionals, the 
authors found that music therapists collaborated with family members (78%), teaching staff 
(61.5%) and speech and language therapists (53.7%).  
 Brown, Benigno and Geist (2018) explored music therapy and speech and language therapy 
collaboration during an inclusive week-long camp for children with Autism Spectrum Disorder. 
Activities involved both music training and social skills and were delivered by four supervised 
university students, two from music therapy and two from speech and language therapy. The 
speech and language therapy students facilitated activities on social skills, including social stories 
and group discussion. Music therapy students facilitated song writing, instrument playing, 
movement and singing experiences to increase involvement and participation. The university 
students expressed positive feelings about learning about other disciplines and collaboration, as 
well as the opportunity to learn about collaborative goal setting and session planning (Brown, 
Benigno, & Geist, 2018).  
 Although music therapists and speech and language therapists work together with 
individuals in schools, hospitals and other facilities, collaboration between these two professionals 




2.3 Adolescence  
2.3.1 Definition of Adolescence  
 There are significant differences in the interpretation of adolescence. In the broadest sense, 
adolescence describes the period marking the transition from childhood to adulthood. The World 
Health Organisation (WHO) considers young people between the ages of 10 and 19 years to be 
adolescents (World Health Organisation, 2017). This stage is often described as a transition 
between the immaturity of childhood and the maturity of adulthood, marked by puberty and the 
development of identity (Steinberg, 2017). Adolescence varies considerably between individuals 
from different schools, families, socio-economic backgrounds, and cultures.  
 Major psychological and emotional changes arise during this stage and adolescents are 
often faced with issues of creating an identity separate from their parents, forming romantic 
relationships, deepening friendships with peers and becoming more independent in decision 
making (Scherf, Smyth, & Delgado, 2013).  
 Typically, adolescents employ a number of coping techniques during this developmental 
stage and research has documented that most will transition to adulthood without long-term, 
negative outcomes (Arnett, 1999, 2013; Suldo & Shaffer, 2008). For some, however, this 
developmental stage can be an extremely vulnerable time. According to Kessler and colleagues 
(2005), 75% of all mental health difficulties (anxiety, phobias, substance abuse) that persist into 
adulthood emerge before the age of 25 years. Despite the variation in adolescence, young people 
who experience speech, language and communication needs are at greater risk of developing 
mental health issues, emotional, social and behavioural difficulties (Hartshorne, 2006). 
Furthermore, lower levels of confidence and self-esteem are also reported for adolescents in this 




2.3.2 Theories of Adolescent Development  
  Granville Stanley Hall’s work is widely viewed as the beginning of the field of 
adolescence as an area of scholarly and scientific research. One of the pioneers of American 
psychology, Hall asserted that adolescence is a time of ‘storm and stress’ when young people go 
through emotional and behavioural upheaval before establishing a more stable equilibrium in 
adulthood. Further to his ‘storm and stress’ perspective, Hall argued that ‘music plays on the whole 
gamut of our emotional life’ (Hall, 1904, p. 185) and highlighted that adolescence is a stage in life 
when individuals are particularly sensitive to music:  
Music, which may have been cultivated much before, now comes to mean 
unutterable things and acquires a new interest. Very often discords too become 
painful to an unwonted degree, and if war, love, and religion be the three factors that 
have cadenced the soul to rhythm out of which music was born, this is what we 
should expect at this age, when the instincts which underlie all three are so greatly 
reenforced. Most of these new manifestations are transient in those who do not 
develop great musical power, but even in these they are often well unfolded for a 
time (p. 23).  
 Researchers argue that Hall’s idea of adolescence as a time of ‘storm and stress’ is distorted 
and biased. Thus, Arnett (1999) proposed a different view, noting ‘not all adolescents experience 
storm and stress, but storm and stress is more likely during adolescence than at other ages’ (Arnett, 
1999, p. 317). Furthermore, Hendry and Kloep (2012) found that antisocial behaviour in 
adolescence is not overly common. Many individuals never demonstrate such behaviours, while 




 Building on the ‘storm and stress’ view, psychoanalytic theorist Anna Freud (1969) 
theorised that the upheaval experienced by adolescents originates from the resurgence in the sexual 
impulses that had been suppressed in early childhood. These impulses create a psychological 
‘imbalance’ which manifests as antisocial behaviour (Freud, 1968).  
 According to the developmental psychologist Erik Erikson, the main task of adolescence 
is to solve the crisis of identity versus role confusion (Rageliené, 2016). Erikson moved away from 
the ‘storm and stress’ perspective and highlighted the influence of the young person’s social 
environment on their experience of adolescence. Erikson theorised that individuals develop 
through a series of eight stages in which the task of adolescence is to integrate past experiences to 
form a stable sense of personal identity (Berzonsky & Kuk, 2000).  
  While this is not a comprehensive review of the theories of adolescent development, the 
objective is to show the range of diverse aspects that inform this stage.  
 
2.4 Music in Adolescence  
 Music has its strongest relevance during the adolescent years (Laiho, 2004). Adolescents 
engage in music through listening, singing, writing lyrics (Baltazar, 2019) and the functions of 
music to support this age group are well-documented. On average, adolescents spend two hours a 
day listening to music (North, Hargreaves, & O’Neill, 2000; Portnuff, Fligor, & Arehart, 2013) 
and many listen to music for up to 17 hours per week (McFerran, Garrido, O’Grady, Grocke, & 
Sawyer, 2015). Music offers adolescents opportunities for mastery and participation in developing 




they transition to adulthood (Hense & McFerran, 2017). Music is a developmental resource 
(Miranda, 2013).  
 Music psychologist Suvi Saarikallio categorised how music supports adolescents’ 
development (Bunt & Stige, 2014) suggesting adolescents use music in four key developmental 
areas: interpersonal relationships, agency, identity and emotions.  
 Adolescence is a crucial period for the development of identity. According to Ruud (1998), 
identity is the feeling one has of being similar to others while at the same time feeling individual 
from others. North, Hargreaves and O’Neill (2000) carried out a survey with more than two 
thousand adolescents and found that music is of major importance in identity formation. The 
authors found that adolescents used music to develop a social image and as a ‘badge’ (North & 
Hargreaves, 2008). Pop music plays an important role in the development of identity formation in 
adolescence (Laiho, 2004; McFerran, 2010). Laiho (2004) notes how adolescents use preferred 
songs as a reflection of themselves and then communicate that self in and with the world. Aigen 
(2005) suggests that the structures, and dynamics in popular music enable people to experience 
ritual and safely navigate transitional spaces during the creation of identity. Music can also be a 
tool for developing cultural identity. According to Saether (2008), adolescent immigrants often 
use music to shape their identity.  
 Emotion regulation is fundamental for adolescents to adjust to various developmental 
issues, as well as to be resilient in the middle of stress and difficult life events (Zimmer-Gembeck 
& Skinner, 2011). Music-making, particularly in group formats, provide opportunities to learn how 
to regulate emotions and practice behaviours (McFerran & Wölfl, 2015). Emotion regulation 
through music occurs when adolescents listen to music to distract themselves from distressing 




research has found that regulation of emotions is the primary reason for listening to music, 
especially in adolescent populations (Lonsdale & North, 2011).  
 An increase has been seen in the amount of access young people have to music since the 
introduction of music apps and streaming services. Krause and colleagues (2015) report that young 
people are taking full advantage of this availability and listening to music while studying and 
playing games. Furthermore, adolescents are engaging in music experiences via technology and 
music content is being shared and created on several online platforms (Viega, 2019). This increase 
in access to advanced technology has contributed to music’s importance as a tool for young people 
and, for the most part, positive outcomes are reported (Bunt & Stige, 2014).  
 In an article exploring the use of music across the lifespan, Saarikallio (2011) suggests that 
we use similar strategies in adolescence and in adulthood, but perhaps more intensively during the 
adolescent years. Several other authors have added to this understanding music’s significance for 
adolescents (Miranda & Claes, 2009; Saarikallio & Erkkilä, 2007).  
 
2.5 Music Therapy Practice with Adolescents  
 Many adolescents are surrounded by music in their everyday activities. Carin Öblad (2000, 
as cited in Beckmann, 2013) reports that for young people, music exists “like the air they breathe” 
(p. 41). At the same time, the news reports and research suggest that many adolescents struggle 
with mental or physical health issues (Beckmann, 2013). Due to this developmental stage of stress 
and vulnerability, it is important that adolescents have positive experiences; music-based activities 




 The most recent discussion of music and music therapy with adolescents is developed by 
McFerran, Derrington and Saarkillio 2019 in their edited book The Handbook of Music, 
Adolescents and Wellbeing. Contributing authors report working with adolescents in secondary 
schools (Derrington, 2019), hospitals (Viega, 2019), inpatient mental health units (Geipel, 2019), 
and with individuals with attention deficit hyperactivity disorder and intellectual disability 
(Rickson, 2019). The music therapy literature on adolescents covers a range of reasons for referrals 
including adolescents with eating disorders (Bibb, Castle, & McFerran, 2019; McFerran, Baker, 
Patton, & Sawyer, 2006), adolescents within palliative care (Clements-Cortes, 2016), adolescents 
experiencing bereavement (Crooke & McFerran, 2014; Myers-Coffman, Baker, Daly, Palisano, & 
Bradt, 2019), adolescents with Autism Spectrum Disorder (Hillier, Greher, Poto, & Dougherty, 
2012; Gold, Wigram, & Elefant, 2006; Wigram & Gold, 2006), and adolescents who have mental 
health difficulties (Porter et al., 2017).  
 In addition to the above presenting issues, the use of music therapy to improve speech, 
language and social skills in adolescents is documented in the literature. Gooding (2011) examined 
the effect of music therapy on improving social skills functioning in children and adolescents aged 
six to 17 with deficits in the areas of self-management skills and peer relations. Participants in the 
study had diagnoses with one or more of the following: dyslexia, ADHD, Asperger’s syndrome 
and/or specific learning disabilities. Findings of this study indicated significant improvements in 
social functioning.  
 McFerran (2010) identified four main ways in which music is used with adolescents in 
therapy sessions: musical games, use of live songs (playing, choosing and writing); improvisation 




McFerran reports that most therapists use more than one of these methods, and that a combination 
of songs and improvisation are most common (McFerran, 2010).  
 
2.6 Summary  
 This chapter explored the literature on music and communication, music therapy and 
speech and language therapy collaboration, adolescence, and music in adolescence. The 
aforementioned studies have demonstrated that music is an effective, developmental resource for 
adolescents in their daily lives, such as expressing identity, coping with difficult situations, 
improving mood and managing relationships. Music therapy has been applied to various 
adolescent populations, as well as to young people with speech disorders including verbal apraxia 
(Beathard & Krout, 2008), disorders associated with hearing impairment (Gfeller et al., 2011) and 
aphasia (Hurkmans et al., 2015). However, no studies have explored music therapy with 
adolescents who experience stammering.  
 Literature pertaining to speech, language and communication in adolescents, 
developmental stammering and the experience of adolescents who stammer and services for this 










Part 2: Developmental Stammering in Adolescence 
 
 This section of the literature review provides an overview of speech, language and 
communication in adolescence, as well as therapeutic programmes available for this group. 
Current literature on developmental stammering and the impact of stammering in adolescence is 
then reviewed.  
 
2.7 Speech, Language and Communication in Adolescents  
 Speech, language, and communication skills are crucial for learning and life, and underpin 
our cognitive, emotional, and social development. While many associate speech and language 
development with young children, this process continues through adolescence and into adulthood 
(Nippold, 2007). Adolescents develop the skills needed to build relationships, to problem solve 
and tell jokes. There are a significant number of young people, however, who find this challenging: 
those who have difficulties with speech, language and communication are among them 
(Hartshorne, 2011).  
 
2.7.1 What Are Speech, Language and Communication Needs?  
 Paul and Norbury (2012) report huge variability in the terminology used to describe speech, 
language, and communication difficulties. Speech, Language and Communication Needs (SLCN) 
is a widely used label to define these difficulties. This umbrella term covers all aspects of 
communication in young children and adolescents. SLCN includes difficulties with understanding 




 Individuals with SLCN can be categorised into two separate groups: those who have 
persistent, long-term needs and those with poor language whose needs may be attributed to social 
deprivation. Hartshrone (2011) reports that approximately 10% of children and adolescents have 
potentially long-term needs. Some individuals may have primary and specific speech and language 
impairments, whereas others may have difficulties as part of another condition such as Down 
syndrome, Autism Spectrum Disorder or hearing impairment. There is evidence that social 
disadvantage is a risk factor for SLCN (Law, Reilly & Snow, 2013; Locke, Ginsborg, & Peers, 
2002; Stringer & Clegg, 2006). Murphy (2011) reports that young people from lower 
socioeconomic areas are at risk of familial stresses (financial and social), less language input and 
poor communication modelling within their environment.  
 The UK charity for individuals with SLCN, I CAN, estimates that 10% of children and 
adolescents in the UK have SLCN (Hartshorne, 2011). Nippold (2014) reports that in the USA, at 
least 10% of secondary school students have spoken and/or written language disorders. Research 
carried out by the Growing Up in Ireland team found that one in ten children in Ireland has a speech 
and language disorder at the age of nine years old (Rooke, O’Toole, & Gibbon, 2012).  To the 
researcher’s knowledge, there are no specific prevalence figures available for adolescents in 
Ireland.  
 
2.7.2 Impact of SLCN 
 SLCN are wide-ranging and extend across the entire lifespan, yet research into these needs 
is relatively young, with literature focusing primarily on the nature of the difficulty and treatments 
to address it. As we learn more about these types of needs, the more important it becomes to 




therapists to tailor interventions to their clients’ lives, and to incorporate the clients’ perspective 
in the decision-making (Hilari & Botting, 2011).  
 Evidence suggests that the well-being of children and adolescents with SLCN may be 
compromised in educational, social, and psychological domains (Feeney, Desha, Ziviani, & 
Nicholson, 2012). Without support, this can lead to relationship difficulties and unemployment 
(Clegg, Hollis, Mawhood, & Rutler, 2005) and in some cases criminal behaviour (Brownlie et al., 
2004). The impact of SLCN in adolescence depends on a number of factors: the type and severity, 
non-verbal IQ and socio-economic factors. Research has found that adolescents with SLCN are 
significantly more reserved (Wadman, Durkin, & Conti-Ramsden, 2011) than their peers and have 
poorer quality friendships (Durkin & Conti-Ramsden, 2007). Coping with conversations and social 
interaction can be difficult, leading to low levels of confidence and self-esteem.  
 Additionally, strong correlation has been demonstrated between SLCN and affective and 
behavioural difficulties. This is the case with internalizing behaviours (anxiety, depression) (Conti-
Ramsden & Botting, 2008) and externalizing behaviours (anti-social behaviours) (Brownlie et al., 
2004). The agreement to date is that this is not a straightforward relationship, but that it may be 
more challenging during the adolescent years.  
 
2.8 Services and Interventions for SLCN  
 A growing body of evidence demonstrates the benefit of focused, specialised intervention 
for children and adolescents with SLCN (Hartshorne, 2011). Many different forms of services and 
interventions are available to help children and adolescents with SLCN, both treatments in a 




specific individual needs. The main forms of treatment for children and adolescents with such 
difficulties are individual and group speech and language therapy, behavioural interventions, social 
communication treatments and relationship-based interventions.  
 
2.8.1 Music Therapy for People with SLCN  
 Music therapy is an established creative arts therapy. Several systematic reviews have 
demonstrated the effects of music therapy in different clinical settings, such as for the management 
of mental health difficulties like schizophrenia (Gold, Heldal, Dahle, & Wigram, 2005) and 
depression (Maratos, Gold, Wang, & Crawford, 2008), and neurological disorders including 
dementia (Vink, Bruinsma, & Scholten, 2003) and acquired brain injury (Bradt, Magee, Dileo, 
Wheeler, & McGilloway, 2010).  
 In addition to the above diagnoses, music therapy has also been used with individuals who 
have SLCN. In 1995, Aldridge and colleagues illustrated the use of music therapy in children with 
developmental delay (Aldridge, Gustorff, & Neugebauer, 1995). Children in this study were four 
to six years in chronological age with a developmental age of one to three years. Using the Griffiths 
Scale and the Nordoff and Robbins Rating Scale, the researchers found a change occurred on both 
scales on nonverbal communication and potential verbal communication. In another study, Duffy 
and Fuller (2000) found that an eight-week music therapy programme focused on developing 
social skills resulted in an increment in terms of imitation, turn-taking and vocalisation. Perry 
(2003) observed direct relationships between the elements of musical interaction and level of 




 According to Aldridge and colleagues (1995) and Schumacher and Calvet-Cruppa (1999) 
music therapy may facilitate notable advances in speech and communication skills. In addition, 
Lathan-Radocy (2002) described various ways and methods of working with children and 
adolescents with speech and language impairments by engaging them in music therapy. Finally, 
several case studies report positive effects of music therapy on SLCN (Beathard & Krout, 2008; 
Groß, Linden, & Ostermann, 2010; Mahoney, 2010).  
 
2.9 Stammering  
2.9.1 Definition of Stammering 
 Stammering is found in all cultures and races over the world. This fluency disorder is 
indiscriminate of intelligence and occupation; it can occur in both sexes and individuals of all ages. 
Guitar (2014) reports that stammering “is an old curse” (p. 16) and there is evidence that it was 
present in Mesopotamian, Chinese and Egyptian cultures over 40 centuries ago. Moses was said 
to have stammered and asked his brother to speak for him (Garfinkel, 1995).  
 The term stammering has different meanings depending on the context in which it is used. 
It indicates a family of speech behaviours that are judged to be atypical, such as prolongations, 
repetitions or blocks (Yairi, Watkins, Ambrose, & Paden, 2001). The term can be used to refer to 
a collective experience that individuals share (Tichenor & Yaruss, 2018) and to indicate a 
condition an individual has or a label they are given (Yaruss & Quesal, 2004). Meanings of the 
term account for a multitude of perspectives and experiences: those of individuals who stammer, 





 Traditionally, there has been no description that encapsulates the essence of stammering in 
an adequate way (Bloodstein & Ratner, 2008). Stammering has been described as a motor speech 
disorder that disrupts the coordination and/or timing between laryngeal, respiratory, and vocal tract 
processes of speech production (Kent, 2000). Other authors, however, have described the 
psycholinguistic and cognitive components of the disorder that can influence the speaker’s ability 
to communicate effectively. Recently, researchers and therapists have argued for a more expansive 
conceptualisation of stammering, which aims not only to demarcate the surface behaviours present 
in an individual’s speech, but also the psychosocial impact stammering can have (Gabel, 2006). 
The prevalent nature of stammering defies a uniform definition, however, because stammering 
includes overt elements, such as repetitions and prolongations of sounds intertwined with elements 
below the surface. These covert components often include negative reactions and anxiety toward 
social interactions and speaking. These difficulties often result in a reduced quality of life for the 
individual who experiences stammering (Beilby, 2014).  
 Many researchers report how there is more to stammering than just the surface features. 
Historically, Sheehan (1970) described this fluency disorder using an “iceberg” analogy in which 
the speaker’s experience is depicted as the area below the surface. The metaphor of the iceberg of 
stammering highlights covert processes, such as emotions and cognitions related to stammering 
and are important to consider since they often constitute a significant part of the problem 
(Bloodstein & Ratner, 2008; Adriaensens, Beyers, & Struyf, 2015). The nature of stammering has 
the potential to elicit teasing, embarrassment, pity, and/or frustration from the communicative 
partner; it is therefore inescapable that stammering is associated with some level of anxiety, fear, 





2.9.2 Types of Stammering  
 Although the precise mechanisms are not understood, there are two types of stammering 
that are most common. Developmental stammering, the most common form, occurs in toddlers 
and children while they are still learning speech, language, and communication skills. Researchers 
and therapists believe that this type of stammering occurs when children’s speech and language 
abilities are unable to meet their verbal demands (Guitar, 2014).  
 The term “neurogenic stammering” indicates stammering that is caused or exacerbated by 
neurological damage or disease. It is typically acquired after childhood and is usually the result of 
a stroke, head trauma, or other type of brain injury (Guitar, 2014). Additional rare causes include 
seizure disorders, thalamic stimulation and dialysis dementia (Duffy, 2005). With this type of 
stammering, the brain has difficulty coordinating the different components involved in speaking 
due to signalling problems between the brain and nerves or muscles (Supek & Aine, 2014).  
 Like neurogenic stammering, psychogenic stammering is a late-onset speech disorder. Its 
identifying feature is that it begins after a traumatic event or after a prolonged period of stress 
(Guitar, 2014). The pattern of psychogenic stammering resembles developmental stammering in 
terms of overt behaviours (i.e. prolongations, repetitions and blocks) (Baumgartner, 1999). This 
form of stammering may occur alone or alongside signs of psychological or neurological 
involvement. Strict definitions of psychogenic stammering exclude cases where childhood 





2.9.3 Incidence and Prevalence of Stammering  
 Roughly 5% of people will stammer during some part of their lives (Månsson, 2000). 
However, in a review of current research, Yairi and Ambrose (2013) reported that the incidence 
of stammering (the number of new cases identified in a specific time period) may be higher. An 
increased incidence has been noted among individuals who have a relative (e.g. parent, sibling) 
who stammers and an even greater likelihood if that relative is the individual’s identical twin (Kraft 
& Yairi, 2012).  
 The prevalence (the number of people who are living with stammering in a given period of 
time) of stammering across all age groups has been estimated at 0.72% (Craig, Hancock, Tran, 
Craig, & Peters, 2002); with higher prevalence among males than among females (Bloodstein & 
Ratner, 2008; Guitar, 2014). Ireland’s Health Service Executive (2018) estimate that one in every 
100 adults has a stammer. Reports indicate a higher prevalence in children, 0.9% to 5.6% (Craig 
et al., 2002; McLeod & Harrison, 2009). The Centers for Disease Control and Prevention indicate 
a prevalence rate of 1.6% for young people between three and 17 years of age (Boyle et al., 2011). 
Higher prevalence rates are reported in individuals with genetic syndromes such as Fragile X and 
Down syndrome (Van Borsel & Tetnowski, 2007).  
 
2.9.4 International Classification of Functioning, Disability and Health  
The World Health Organization established a multidimensional framework, termed the 
International Classification of Functioning, Disability, and Health (ICF; World Health 
Organization, 2001), for describing the consequences of various disorders (Yaruss & Quesal, 
2004). The ICF categorizes human health and experiences in to two major categories: (a) body 




or function are referred to as impairments, while problems that arise with activities and 
participation are referred to as limitations (Yaruss, 2010).   
 The ICF has been suggested as an ideal framework for exploring the experiences of 
individuals who stammer as it describes all relevant components. Specifically, for individuals who 
stammer (Yaruss, 2010):  
 
• Impairment in body function: difficulty with production of speech 
• Impairment in body structure: neuro-anatomical differences 
• Personal contextual factors: affective, cognitive, and behavioral reactions including 
embarrassment, tension, low self-confidence 
• Environmental contextual factors: listener reactions, myths about stammering 
• Activity limitation and participation restriction: difficulty individuals have performing 
daily activities involving communication, speaking at work, talking on the phone 
 
 Guitar (2014) reports how clinicians play an important role in the lives of children, 
adolescents and adults who stammer. Clinicians can influence environmental factors by helping 







2.10 Theoretical Perspectives on Stammering  
 Theories play a significant role in the development of treatment programs for stammering. 
As the cause of stammering is still unknown, theoretical perspectives suggest how this fluency 
disorder might be managed (Packman, Onslow, & Attanasio, 2004).   
 
Figure 2.10.1  
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2.10.1 Brain Organization 
 Studies of typical speakers and individuals with brain damage have shown that, in most 
people, the left hemisphere of the brain is dominant for language (Knecht et al., 2000). An early 
theory of stammering proposed that it is caused by a lack of hemispheric dominance. In the 1920s, 
researchers Orton and Travis (1929) noticed that many individuals who stammered appeared to 
have been left-handers whose parents made them use their right-hand. The researchers suspected 
that this led to conflict in controlling speech in which neither the left nor right hemisphere was 
fully in control. The researchers believed that this resulted in mistiming of speech and neuromotor 
disorganization, in turn causing stammering (Orton & Travis, 1929).   
 Problems with research resulted in the decline and abandonment of the Orton-Travis theory 
(Packman, & Attanasio, 2017). In 1985, a new version of this theory was proposed by neurologists 
Geschwind and Galaburda (1985) who suggested that stammering, Autism Spectrum Disorder, 
and dyslexia resulted from delays in left-hemisphere development during fetal development. This 
delayed growth led to right-hemisphere dominance for speech and language skills (Geschwind & 
Galaburda, 1985).  
 
2.10.2 Timing Disorder 
 Several researchers believe that stammering is a disorder of timing. Van Riper, for 
example, noted that when an individual experiences stammering, there is a temporal disruption of 
the programming of movements required for sound production. Further to this view, Kent (1984) 
speculated that this timing difficulty reflects the localization of speech and language to the right 
hemisphere resulting in the inability to form the appropriate timing patterns to perceive and 




2.10.3 A Multifactorial, Dynamic Disorder  
 There has been growing agreement among therapists and researchers that stammering is a 
multifactorial disorder (Smith, 1999). Smith and Kelly (1997) report that a multifactorial approach 
is necessary to explain stammering, and dynamic models help to understand that nature of this 
fluency disorder. A multifactorial account implicates emotional, linguistic, cognitive, and motor 
domains in the etiology of stammering. Van Riper’s (1982) concluding statement provides a 
summary of this perspective:  
Why do some individuals show so many fractured words that they can be said to 
have the disorder of stuttering? We once hoped that we could identify a single cause 
of the disruption, but we have unsuccessfully chased that will-of-the-wisp over the 
hills and far away and in our old age we grow tired. … Instead we feel that there are 
multiple factors which probably determine whether or not a person will tend to have 
too many broken words. Certain of these factors may be absent or insignificant in 
their impact on a given individual while other factors may be potent enough to wreck 
his fluency….The point we are making, of course, is that human beings will 
differ…Each one of them would have his own unique profile and composite score. 
(pp. 445-446).  
 
2.10.4 Diagnosogenic Theory  
 The diagnosogenic theory of stammering, proposed by Wendell Johnson, was the most 
widely accepted explanation of stuttering in the 1940s and 1950s. This theory held that stammering 
evolves from typical fluency breaks to which parents, or other significant individuals in the child’s 




factors as the primary cause of stammering by placing the blame on the parents and listeners’ 
negative reactions (Guitar, 2014).  
 
2.10.5 Demands and Capacities Model  
 Developed over the years (Adams, 1990; Starkweather & Givens-Ackerman, 1997), the 
demands and capacities model is intended to explain stammering in young children, reporting that 
children stammer when their capacity for fluent speech production is not sufficient to meet 
demands (Packman, Onslow, & Attanasio, 2004). This model is appealing for therapists because 
it includes many of the factors that influence fluent and nonfluent speech (Manning, 2010). 
Capacities include, but are not limited to, motoric, linguistic, cognitive, and socioemotional 
categories. Demands take the form of internal and external demands. External demands may 
include fast-speaking rates used by parents and other adults in the child’s environment, lack of 
turn-taking by other speakers, and time pressure to respond within a certain time. Anxiety and 
excitement, cognitive needs for expressing thoughts and overstimulation of language centers are 
examples of internal demands (Manning, 2010).  
 
2.10.6 Contributing Factors in Stammering  
 There are many contributory factors to stammering in different individuals, and various 
influences which impact on whether stammering persists, resolves or becomes exacerbated 





 2.10.6.1. Genetics. Family history is an influencing factor and a stammer is often more 
present in males with fathers who stammer than mothers, and more brothers than sisters. Costa and 
Kroll (2000) noted stammering in 9% of daughters of adult males who stammer and 22% of sons.  
 
 2.10.6.2. Developmental. Adams (1990) notes how stammering first appears in children 
during early language development when the demands of articulation and linguistic competence 
may not meet motor, linguistic and social skills. Some studies report linguistic difficulties in young 
children who stammer (Anderson, Pellowski, & Conture, 2005), while others argue advanced 
linguistic skills (Millard, Nicholas, & Cook, 2008). For the majority of children who experience 
developmental stammering, the dysfluent speech resolves within a year or less (Stewart & 
Turnbull, 1995). Approximately one third resolve within 18 months of onset, and another third 
within three years post-onset. Early identification of children who are at risk of persistent 
stammering is crucial (Enderby et al., 2009).  
 
 2.10.6.3. Neurological. Various research has reported differences in the brain activity of 
individuals who stammer versus fluent speakers and in the use of the lateral versus medial pre-
motor system. Using brain imaging studies, Watkins, Smith, Davis and Howell (2008) found an 
overactivity versus under-activity relative to typical speakers. Parts of the brain identified in this 
study included the cortical and subcortical neural systems that support the selection, initiation and 
execution of motor sequences required for fluent speech production. The researchers found 
abnormalities in the grey and white matter resulting in an imbalance of the primary motor cortex 




fluency at two to three years occurs during a phase in basal ganglia development when dopamine 
receptors peak. Research has shown that high levels of dopamine are often found in individuals 
who stammer (Wu et al., 1997) and there is often an onset of stammering with Parkinson’s disease 
(Enderby et al., 2009).  
 
 2.10.6.4. Linguistic Factors. Linguistic factors influence fluency, with stammering 
occurring in sentences with long, complex syntactic structures. Stammering is less common with 
word lists or single words (Melnick & Conture, 2000).   
 
2.11 Impact of Stammering  
 Children as young as three years of age can identify stammering in their peers and, as early 
as four years of age, they may view stammering negatively (Ezrati-Vinacour & Levin, 2004). 
Furthermore, parental reports highlight that children who stammer are aware of their stammering 
shortly after it occurs, and thus the potential for social interaction to be difficult can occur from an 
early age (Packman, Onslow, & Attansio, 2003).  
 Stammering affects a wide range of aspects from daily activities and occupational choice 
to developing and maintaining friendships and relationship. Regarding the impact of stammering, 
Dr Jonathon Linklater (2019) reported how stammering may not be seen as life or death, but 
opportunities live and die. Most individuals who stammer will show variation in frequency and 
severity, ranging from mild to severe. While there may be variability in an individual’s experience, 
the impact of stammering on their life can be significant and it is not necessarily associated with 





 Environmental factors act as stressors which exacerbate and/or precipitate stammering. 
Individuals who experience stammering may develop behaviours to avoid situations which they 
may find difficult or they associate with previous stammering (for example ordering food in a 
restaurant or using the telephone). Children as young as three to four years may experience 
bullying as a result of their stammering. This can carry on throughout the school years, affecting 
school days and resulting in long-term, negative consequences which impact on their ability to 
interact with others and on their self-esteem (Hugh-Jones & Smith, 1999). 
 
2.11.2 Bullying  
Children who stammer frequently report negative experiences and bullying in school which 
impact on their happiness and perceptions of self (Crichton-Smith, 2002; Hugh-Jones & Smith, 
1999; Langevin, Packman, & Onslow, 2009). By the time the child reaches adolescence, they may 
have severe anxiety related to social interactions and a number of negative constructions of 
themselves becuase of experiences of stammering. Recent research has also documented the 
adverse effects of living with a stammer and the impact this can have on academic opportunities, 
relationships and work (Crichton-Smith, 2002; Kathard, Pillay, Samuel, & Reddy, 2004; Klompas 
& Ross, 2004). Many treatments effectively address these issues alongside fluency strategies. 
There have been changes in social attitude in several areas of disability; however, stereotyping of 
the individual who experiences stammering continues in certain areas of academic and 
employment opportunity (Enderby et al., 2009).  
 Environmental barriers influence an individual’s achievement. This can relate to specific 




work. Opportunities to complete different jobs may be reduced by these difficulties (Yaruss & 
Quesal, 2006). 
 The more an individual experiences stammering, the more anxious he or she may feel about 
communicating. Anxiety can affect how the individual views him/herself and individuals learn 
negative behaviours which can impact on self-esteem (Royal College of Speech & Language 
Therapists, 2019). Combined with the attitudes of others, these views may restrict what the 
individual feels he or she can do in their life (Yaruss & Quesal 2006). Oftentimes, work results in 
the highest stressors, particularly if demands on spoken language increase and other people have 
negative attitudes toward stammering (Hayhow, 1999). Studies have documented the adverse 
effects of living with a stammer and the impact it can have on educational opportunities, success 
in work and relationships (Crichton-Smith, 2002; Klompas & Ross, 2004). Adults who experience 
stammering tend to develop higher levels of social anxiety and fear of negative reactions. As a 
result, the adult who stammers may not achieve their full occupational potential, as the majority 
of occupations require a certain level of communication skills (Klein & Hood, 2004; Kraaimaat, 
Vanryckeghem, & Van Dam-Baggen, 2002). 
 
2.11.3 Stammering and Anxiety  
 Theorists note that anxiety is a hallmark feature of stammering which impacts on the 
psychosocial makeup of the individual (Bloodstein, 1987; Brutten & Shoemaker, 1967; Sheehan, 
1970). Adolescents and adults who experience persistent developmental stammering are more 
likely to experience poor mental health than their fluent peers (Craig, Blumgart, & Tran, 2009; 
Craig & Tran, 2014). Research on anxiety has focused primarily on adults who stammer, with 




anxiety may contribute to stammering but may also be a symptom of the impact of living with this 
speech disorder (Craig & Hancock, 1995).  
 Anxiety has received the most attention in the evidence base about stammering. General 
findings suggest that increased levels of trait anxiety are symptomatic of the experience of 
stammering (Craig & Hancock, 1995). That is, trait anxiety is not a characteristic of people who 
stammer, but rather, is secondary to the ongoing negative communicative experiences, negative 
perceptions of such experiences, and/or negative anticipation of communicative situations and 
interactions. It is widely accepted that individuals who stammer experience increased levels of 
state anxiety, termed “communication apprehension”, compared to their typically fluent speakers 
(Messenger, Onslow, Packman, & Menzies, 2004).  
 In a review focusing on the occurrence of anxiety problems in people who stammer, Smith 
and colleagues (2014) concluded that school-age children and adolescents who stammer are more 
likely than their peers to experience problems with anxiety. Several studies reviewed were 
consistent with this interpretation. Children who stammered had significantly higher scores on 
anxiety measures than their typically fluent peers in a number of studies (Blood & Blood, 2007).  
 Stammering in childhood and adolescence can be a debilitating communication disorder, 
adversely affecting many aspects of life. The young child who experiences stammering may feel 
discouraged with the persistent breakdowns in communication and confine their interactions with 
others (Langevin, Bortnick, Hammer, & Wiebe, 1998). School aged children who stammer may 
become academically behind as a result of their avoidance of asking questions in class and their 
fear of being teased by other children (Davis, Howell, & Cook, 2002). The anxiety and 
embarrassment often felt by adolescents who stammer may impact on their ability to enjoy 




2004). In adulthood, the person who experiences stammering may avoid certain jobs which require 
a high degree of verbal skills and interaction which may lead to feeling of apprehension, failure 
and reduced self-worth (Bloodstein & Ratner, 2008; Guitar, 2014). Research has reported that 
individuals who stammer experience discrimination and status loss, especially as they continue in 
the employment setting (Gabel, Blood, Tellis, & Althouse, 2004).  
  In addition to overt features associated with stammering, it is important to consider the 
individual’s emotional, behavioural and cognitive reactions in order to manage stammering, as 
well as the overall impact of the disorder on the individual’s life.  
 
2.11.4 Childhood and Adolescent Anxiety and Stammering  
 Research on children diagnosed with a speech difficulty has demonstrated an increased risk 
of developing anxiety disorders in early adulthood (Baker & Cantwell, 1987). Wingate (2002) 
suggests that the development of anxiety disorders in early childhood coincide with the initial 
emergence of stammering. The body of research specific to anxiety in children who stammer is 
limited, with the majority of research in the form of questionnaire studies administered to parents 
of children who stammer. Fowlie and Cooper (1978) administered an adjective checklist to 
mothers of 34 children who stammer, and 34 children who do not experience stammering. Mothers 
of children who stammer tended to describe their children as more anxious compared to mothers 
of typically fluent children.  
 Using the State-Trait Anxiety Inventory for Children, Craig and Hancock (1996) found no 
significant difference between 96 children and adolescents who stammer aged 9-14 years with 104 




communication fears were observed, with older children who stammer more apprehensive of, and 
negative toward communicative interactions (Craig & Hancock, 1996). The authors note that 
heightened trait anxiety may not be a dormant characteristic of children who stammer, but rather, 
may develop from an accumulation of actual and perceived negative social communicative 
experiences (Craig & Hancock, 1996; Craig & Tran, 2005; Ginsberg, 2000).  
 Blood and colleagues (2007) administered the Revised Children’s Manifest Anxiety Scale 
(RCMAS) with 36 adolescents who stammer and 36 who do not stammer between the ages of 12 
and 18 years. They found that adolescents who stammer, although generally recording higher 
levels of generalised anxiety compared to their fluent peers, still scored within normal limits. 
However, those who stammered with concomitant speech-language disorders experienced greater 
levels of generalised anxiety than adolescents who stammer without co-occurring disorders.  
 It is suggested that children and adolescents who experience stammering are not born with 
inherently elevated levels of trait anxiety. Rather, through the ongoing experience of living with a 
stammer, and actual or perceived negative communicative encounters, children and adolescents 
develop adverse attitudes towards communication and social interactions. These can cause 
augmented state anxiety to crystallise into chronic anxiety (Craig & Tran, 2005).  
 Ward (2008) reports how in adulthood and adolescence it is common for the individual’s 
reactions and self-perception to form the most significant part of the problem. The fear of 
stammering often presents a greater difficulty to fluency than overt stammering.  
 During a period of significant changes, there are greater pressures on verbal performance. 
For adolescents, pressures on verbal acuity are increasing outside the school setting. Finding a 




is harder for young people who stammer. For some, the fear of stammering in front of someone 
you would like to impress may add further anxiety, and thus exacerbate the stammer, the possibility 
of social withdrawal, or both. Although some adolescents who stammer manage the changing 
demands placed on communication with little difficulty, this is not the case for many. As self-
awareness levels increase, the adolescent is likely to become more concerned about their difficulty 
in communicating and listeners’ reactions (Ward, 2008).  
   
2.11.5 Educational and Employment Outcomes  
 Individuals who stammer often report that their speech has affected their life chances in a 
number of contexts, including education and employment (Crichton-Smith, 2002; Klompas & 
Ross, 2004). Stammering can interfere with an individual’s ability to communicate effectively, 
which may lead to poor performance in school activities that require speaking out loud (O’Brian, 
Jones, Packman, Menzies, & Onslow, 2011), as well as making those who stammer reluctant to 
ask questions when clarification may be required (Blumgart, Tran, & Craig, 2010). Stammering is 
also associated with bullying (Langevin, Packman, & Onslow, 2009) which may make school 
attendance unpleasant for the adolescent who stammers and can result in avoidance behaviours 
that may inhibit academic achievement (Calderwood & Degenhardt, 2010).  
 
2.11.6 Services and Interventions for Stammering  
 The management of stammering is a contentious issue for professionals, particularly 
speech and language therapists, and has posed a pressing challenge in the field of speech-language 




therapists have considered children who stammer to be one of the most challenging client groups 
to treat (Gabel, 2006; Tellis, Bressler, & Emerick, 2008). Several therapeutic programmes are 
available for stammering; however, there is little agreement as to which should be used and when 
intervention should begin. These techniques and interventions are highly individualised and based 
on thorough assessment of speech fluency, language factors, emotional/attitudinal components, 
and life impact. Therapy approaches are individualised based on the child’s needs and family 
communication patterns. A comprehensive treatment approach for pre-schoolers includes both 
parent-focused and child-focused strategies; goals of treatment may be to eliminate, greatly reduce, 
or help children manage their stammering and not develop negative emotional reactions related to 
their stammering (Yaruss, Coleman, & Hammer, 2006). For preschool children who stammer, 
parent/caregiver involvement in the treatment process is essential, as is a home component 
(Mewherter, 2012).  
 Interventions for young children who stammer include various techniques and methods:   
 Indirect approaches to treating stammering involve modifying the speaker’s environment 
rather than working with the individual directly (Richels & Conture, 2007). This type of approach 
is often implemented when the individual, usually a young child, is not aware of, or is frustrated 
by, his/her stammering. The aim of indirect therapy is to facilitate fluent speech through changes 
in the environment and modifications to parents’ speaking patterns. Indirect methods target the 
individual’s attitudes, feelings, fears, and language in daily interactions, and may result in a 
reduction of the child’s speaking rate (Shapiro, 1999). This relates to the diagnostic theory of 
stammering, which states that stammering is a result of parental attention to the child’s 
dysfluencies (Bernstein Ratner & Tetnowski, 2006). Ingham (1993) noted that many therapists 




that these practices were not supported by evidence. In-direct treatments have several variables 
and are difficult to measure in an objective way (Sidavi & Fabus, 2010).  
 Direct approaches target the child’s individual speech behaviours (Richels & Conture, 
2007). Direct therapy approaches are implemented when the child is aware of and/or frustrated by 
their stammering, as well as when they demonstrate secondary behaviours (Coleman, Yaruss, 
Butkiewicz, & Roccon, 2005). Direct treatment may be professionally delivered by the speech and 
language therapist or parent. Behaviour modification techniques have yielded positive results. 
Some examples of direct interventions include modelling reduced speaking rate, increasing pauses 
during turn taking, allowing the child to finish his or her sentence without interruption, and relaxed 
breathing techniques (Hill, 2003). Specific programs include the Lidcombe Program (Onslow, O’ 
Brian, & Harrison, 1997) and Gradual Increase in Length of Complexity of Utterance (Ryan & 
Ryan, 1983). Onslow, O’ Brian and Harrison (1997), however, observed a decline in the 
effectiveness of behaviour modification techniques after the age of five.   
  A number of approaches for managing stammering have become available in recent years 
including the McGuire Program, the Lidcombe Program, and the use of Cognitive Behaviour 
Therapy. In considering approaches for stammering, Kelman and Wheeler (2015) highlight the 
importance of matching the speaker’s interests, developmental level and experience to ensure that 
activities are engaging and motivating. The authors report that creativity is a critical component of 
therapy with children and adolescents in order to access thoughts and feelings, and to support them 
in exploring and making changes. Furthermore, Stallard (2014) reports that therapists working 
with children and adolescents who stammer must be flexible and creative in their approach. The 
Creative Arts Therapies (music, art, dance, drama) support young people to express themselves 




 In addition to these approaches, there has been an increasing number of camps for young 
people who stammer that include activities designed to target the affective and cognitive 
dimensions of stammering. Byrd and colleagues (2016) described four weeklong camps (Camp. 
Dream. Speak. Live., Camp Shout Out, Stuttering U., Camp TALKS) and one intensive 1-day 
camp (Fluency Friday Plus). These camps were developed for young people four to 17 years of 
age and incorporate individual and group therapy. Four out of five camps addressed cognitive and 
affective aspects such as confidence and communicative abilities (Byrd, Gkalitsiou, Werle, & 
Caolson, 2018). Art and music activities are documented across these camps. 
 Counselling and support groups are another important aspect to the management of 
children and adolescents who stammer that can help both parents and their children deal with the 
necessary emotional adjustments (Sidavi & Fabus, 2010). These types of interventions, however, 
have received minimal attention in the stammering literature (DiLollo & Manning, 2007). 
Luterman (2001) and Shames (2007) have suggested that perhaps it is the therapist’s discomfort 
with counselling children, adolescents and their parents that has contributed to the scarcity of 
research in this area.  
 Support groups and self-help groups are playing a significant role in the recovery process 
of individuals who stammer (Krall, 2001). These groups provide members with literature, 
newsletters, and other information about stammering. Members may also obtain information about 
therapeutic programmes. These factors play an important role for both the individual who 
stammers, and the therapist involved. The information received from the support group may play 
a major role in the attitudes and beliefs the individual may have toward a certain treatment option. 




groups and become acquainted with the information distributed to the members (Yaruss, Quesal, 
& Murphy, 2002).  
   
 2.12 Music, Music Therapy and Stammering   
 In Howland’s (2015) chapter Music Therapy for Children with Speech and Language 
Disorders, the presenting characteristics of stammering are described, and recommendations made 
for music therapists who work with this group. Howland (2015) reports how onset of voice can be 
harsh in individuals who stammer, and that easy onset is therefore important to achieve fluent 
stammering. Easy onset consists of the following processes: 1. Inhalation; 2. Gentle release of air 
and slow articulation of sound/syllable with increasing vocal intensity; 3. Move from easy onset 
to normal phonation level (Ramig & Dodge, 2010). Howland also recommends the Neurologic 
Music Therapy technique, Therapeutic Singing (Johnson, 2014; Thaut, 2005) to enhance the 
anatomical and physiological structures of the brain for fluent speech. In addition to targeting 
fluent speech, the author notes how singing focuses on the child’s strength when verbal expression 
can be stressful (Howland, 2015). Howland (2015) also recommends using music and guided 
imagery with children who may experience anxiety to induce relaxation. This chapter focused on 
music activities for children who experience stammering. While some of these may be adapted for 
adolescent clients, negative feelings, attitudes, and beliefs around stammering also need to be 
considered when working with older children and teenagers.  
 Using case study methodology, Baumann and Palasik (2017) explored the effects of music 
on stammering. A 33-year-old male client participated in music therapy sessions for five weeks. 




monologues to determine the percentage of syllables stammered. In addition to measures of 
frequency, attitudinal and psychological domains were also assessed using the Mindfulness 
Attention Awareness Scale, the Kentucky Inventory of Mindfulness Skills, the Modified Stuttering 
Cognitive Fusion Questionnaire 13, the Acceptance and Action Questionnaire-II, and the Thought 
Control Questionnaire. Before commencing the study, the client was asked to select a favourite 
piece of music which he listened to during sessions. In addition to listening to this piece of music 
within music therapy sessions, the client was also instructed to listen to the selected song every 
day over the five weeks. Stammering severity, as measured by the Stuttering Severity Index-4, did 
not change significantly; the client maintained a mild severity over the five sessions. Psychological 
and attitudinal results indicate that the client’s mindfulness increased over the course of this 
therapy block. As the client listened to this song before participating in the study, it is not clear 
whether this familiarity may have affected the results or whether the benefits and/or effects have 
plateaued. Furthermore, the client who participated in this study was an international student, and 
it was difficult to ascertain whether his dysfluencies were a result of stammering or due to his 
potential unfamiliarity with the English language.  
 Oftentimes, individuals who experience speech difficulties, such as the speech disorder in 
question, are able to sing a song fluently. Clements-Cortes (2012) reports that when singing, an 
individual gains control of the rate of air release and therefore the phrasing of the text. Singing can 
help to build the respiratory muscles required for fluent speech. When individuals sing, they 
arrange the words and spacing within the song in a way that allows for control and production of 
a longer syllable or word, which can be generalised to speech patterns. Furthermore, singing uses 




addition to this, singing also isolates phonemes, providing the opportunity for increase chances of 
self-correction (Clements-Cortes, 2012) 
 Healey, Mallard and Adams (1976) explored whether the reduction of stammering during 
singing is associated with altered vocalisation or the familiarity of the melody and lyrics of the 
song sung by the individual who stammered, or both. Subjects in this study included eight adult 
males. Participants were asked to read or sing the lyrics of well-known songs. The participant’s 
utterance durations were significantly longer during singing than reading. The main effects of 
singing and familiarity were associated with significant reductions in stammering frequency. The 
most notable decrement in stammering occurred in the condition where subjects sang the familiar 
lyrics and melody.  
 Ward (2008) explores singing as a fluency enhancing factor further and describes a number 
of reasons as to why fluency is enhanced when singing. He reports that from an auditory feedback 
perspective, singing with others may be likened to a type of chorus speech, and when singing 
amongst instruments there may be a masking effect (people who stammer become more fluent 
when their own auditory feedback is masked by external sound).  
 In addition to auditory feedback, Ward reports on cerebral dominance. The author notes 
that speech tends to be processed in the left hemisphere, while singing is a product of the right 
hemisphere, and that individuals who stammer often present with increased right hemisphere 
activity (Ward, 2008).  
 Physiologically, phonation is simpler when singing than when speaking, and the airflow 
does not need to be controlled as precisely. Linguistically, singing may be easier because the words 




 The co-relation between music, speech and movement has also been highlighted by 
rhythmic specialists. Because stammering presents as a rhythmic barrier of speech and body, 
rhythmic elements may prove useful to reduce stammering. Fluency increases when a rhythmic 
stimulus is applied, and this is an intrinsic component in music (Ward, 2008). The use of percussive 
instruments and rhythm in music therapy can potentially serve as a medium between speech and 
fluency, while metronomic speaking exercises on the drum can aid in the production of fluent 
timely speech. Furthermore, Clements-Cortes (2012) states that dynamics in music also facilitate 
fluent speech by helping the client to hold and contain appropriate tone speaking, therefore 
preventing an excited state which could trigger the individual’s stammer.   
 A final point, when singing, individuals often perceive themselves to be taking on a 
different role, and this sense of “stepping out of oneself” can also have a fluency enhancing effect 
(Ward, 2008).  
 For the client who experiences stammering, as well as associated anxiety and 
communication apprehension, music may have a calming effect for the individual. Guided 
relaxation techniques may be used to enhance the emotional and cognitive functioning of the client. 
For the client who has difficulty communicating, music therapy may also provide a medium to 
express emotions, feelings and fears towards stammering or the situations that may enhance or 





2.13 Gaps in the Literature  
 Although there has been considerable growth in the number of non-pharmacological 
interventions for children and adolescents who stammer (Baxter et al., 2015), none of the evidence 
to date has evaluated music therapy for this clinical population.   
 The studies reviewed in these chapters report that music therapy is used with individuals 
who have speech, language, and communication needs. Music therapy has the potential to reduce 
levels of stress and anxiety, as well as enhance communication and provide an alternative platform 
for expression. For individuals who stammer, singing as a method of reducing stammering and 
augmenting conventional treatments is well-documented. As the existing literature in the area 
focuses largely on adults, there is a need for further research to support the potential of music 
therapy for children and adolescents who experience developmental stammering.  
 Finally, while music therapy has been extensively applied to adolescent populations 
(McFerran, 2010; McFerran et al., 2019), there is no documented research in the field on 
adolescents who experience developmental stammering.  
  
2.14 Summary 
 The literature on developmental stammering in adolescence emphasises the impact of this 
speech disorder on self-perceived communication competence and communication apprehension. 
As complete recovery from stammering becomes increasingly unlikely in the adolescent years, the 
emphasis shifts to management of the primary stammering moments and the cognitive and 
emotional aspects (Ward, 2008). This suggests that at least some adolescents who stammer may 




 10,459 adolescents between the age of 12 to 19 years in second-level schools in Ireland 
recently participated in a study developed by University College Dublin’s School of Psychology 
and Jigsaw, a charity who support the mental health of young people in Ireland. My World Survey 
2 investigated coping mechanisms amongst this group of adolescents. Top coping methods 
included: Friends (56%), music (54%) and sport/exercise (44%) (Dooley, O’Connor, Fitzgerald, 
& O’Reilly, 2019).  
 Music is an important resource for improving adolescent mental health and coping skills 
and young people naturally gravitate towards this medium; this is the basis for using music therapy 
with this age group. The purpose of this project was to explore music therapy as an intervention 
with adolescents who experience developmental stammering.  
 The next chapter of this thesis outlines the methodology used to address the research 
questions posed in Chapter 1. An overview of these chapters along with other methodological and 












Chapter 3: Research Paradigm and Study Design 
 
 
3.1 Introduction  
 This is the first of two methodology chapters. In this section, the study aims, objectives, 
and philosophical worldview that influenced the research approach are outlined. The study design 
and rationale for the choice of mixed methods approach are described. The next chapter (Method) 
details the methods used in each of the three phases that constitute this study.  
 
3.2 Aims of the Study   
 The literature review provided insight into previously researched aspects/areas of 
developmental stammering such as associated causes, contributing factors, the negative impact on 
mental health and overall quality of life and current practice regarding music therapy with this 
population. From reviewing the literature, it became evident that music therapy was not listed as 
an intervention for this cohort (Bothe, 2004; Guitar, 2014; Ward, 2008), and the work that is 
currently taking place with individuals who experience stammering within the field of music 
therapy is not or is under documented. This review informed the main aims of the research. 
 
3.2.1 Research Aims 
1. To explore individual and therapist (speech and language therapist and music therapist) 




2. To provide a view of how music therapists working with adolescents who stammer define and 
describe this practice.  
3. To explore music therapy as an intervention with adolescents who experience developmental 
stammering.  
4. To investigate participants’ experiences of music therapy designed to address communication, 
cognition, and affective processes.   
5. To synthesise individual and therapist experiences with the music therapy intervention and to 
discuss findings in relation to the implementation of music therapy for adolescents who 
stammer.   
  
 There is a strong rationale for choosing the research aims described. Describing and 
critiquing the practice adds credibility to the intervention in focus and provides the foundation for 
the study’s significance and relationship to practice (Boswell & Cannon, 2011). In studying music 
therapy practice with adolescents who stammer, the clinical reasoning of music therapists and 
speech and language therapists involved in is considered valuable. A more detailed rationale and 








3.3 Philosophical Worldview  
 Researchers are presented with several challenges when choosing appropriate methods 
(Blaikie, 2009). Mertens (2010), asserts an overview of the numerous research paradigms is a good 
introduction when conducting research and Crotty (1998) reports that one approach to research 
involves starting from the assumptions and theoretical perspective(s) that researchers bring to the 
research. 
 At the central part of this approach are the assumptions of epistemology. The origins of 
epistemology come from the Greek word ‘epistêmê’ meaning ‘knowledge’ (Krauss, 2005). 
Epistemology may be defined as the ways in which we gain knowledge of social reality (Blaikie, 
2009). Epistemology is the conjecture of how individuals acquire knowledge of the world around 
them, of how we know what we know. Furthermore, epistemology provides a philosophical 
grounding for establishing what kinds of knowledge are possible and criteria for deciding how 
knowledge can be judged as being adequate and acceptable (Crotty, 1998).  
 The variety of approaches to research exist because of the nature of the researcher’s beliefs. 
This set of beliefs have been described by Kuhn as research paradigms (Kuhn, 1970). Kuhn (1970) 
argued that scientific communities share a ‘discipline matrix’ which consists of ontological, 
epistemological, and axiological tenants. Paradigms depict a view of the world as we perceive it, 
where we ‘fit’ and how we engage with it (Guba & Lincoln, 1994). Paradigms are said to 
‘[establish] the parameters and [set] the boundaries for scientific researcher, and in the ordinary 
course of events, scientific enquiry is carried out strictly in line with it’ (Crotty, 1998, p. 35). 




 The literature on research paradigms reveals a wide array of alternatives (Blaikie & Priest, 
2017). Most of the discussions around epistemological assumptions that underpin research, 
however, focus on the positivist, interpretive, and pragmatic worldviews.  
 
3.3.1 Positivism – A Quantitative Approach  
 Positivism is a philosophy of science that favours systematic observation using the human 
senses over metaphysical speculation (Blaikie & Priest, 2017). It is regarded as a ‘scientific 
method’ which involves data being gathered in ways that are objective (Crotty, 1998) and which 
can be repeated exactly involving hypotheses (Charmaz, 2006). In its most extreme form, this 
paradigm rejects all knowledge claims that are not based on confirmed evidence (Blaikie & Priest, 
2017).  
 Quantitative methods of research are associated with the positivist paradigm. Quantitative 
research has mostly been concerned with theory and hypothesis testing, standardised data, and 
analysis by statistics (Johnson & Onwuegbuzie, 2004). In quantitative research, investigators make 
predictions based on theory and previous research prior to conducting a study. Quantitative data 
analysis, or statistical analysis, is the examination of numerical data that describes the phenomenon 
of interest and/or looks for differences between variables or groups (Teddlie & Tashakkori, 2009).  
 Quantitative researchers often employ deductive reasoning. This involves arguing from the 
theory to the data points. There are several well-defined research studies used in quantitative 
research including correlational, survey, quasi-experimental and experimental. Another feature of 
quantitative research is probability sampling which involves gathering a large number of units 




3.3.2 Interpretivism – A Qualitative Approach  
 Researchers who use the interpretivist paradigm believe that reality exists and is 
measurable, but also recognise that interpretation is not completely objective: these researchers 
realise that biases present when gathering data need to be controlled (Hanson, 1958). According 
to Finch (1986), interpretivism involves uncovering the meaning of social events and problems, 
based on an understanding of the lived experience. The underlying epistemology of this paradigm 
uncovers meaning, requiring an in-depth approach to research. Where positivism is objective and 
hard, interpretivism may be defined as subjective, unique, and personal.  
 Crotty (1998) defines interpretivism as “culturally derived, and historically situated, 
interpretations of the social-life world” (p.67). Furthermore, interpretivism looks at the human 
experience and how an individual creates, modifies and interprets the world in which they find 
themselves (Cohen, Mannion, & Morrison, 2007).  
 Responses to qualitative research questions are often presented in narrative form. 
Qualitative data analysis is the examination of narrative information using inductive and iterative 
techniques, including contextualising and categorical strategies (Teddlie & Tashakkori, 2009).  
 Inductive logic or reasoning, typically employed by qualitative researchers, involves 
arguing from the data points to the theory. There are several traditions associated with qualitative 
research, including ethnography, phenomenology, grounded theory, and case study (Patton, 2002). 
In comparison to quantitative research sampling, purposive sampling is often used in qualitative 
research studies and is the selection of a relatively small number of participants because they 





3.3.3 Pragmatism – The Third Paradigm  
 Mixed methods research has been defined as ‘a type of research design in which qualitative 
and quantitative approaches are used in types of questions, research methods, data collection and 
analysis procedures, and/or inferences’ (Tahakkori & Teddlie, 2003, p. 711). Pragmatism is the 
philosophical orientation that is most often associated with mixed methods research (Johnson & 
Onwuegbuzie, 2004; Teddlie & Tashakkori, 2009). A major reason for this is that pragmatism 
rejects the either-or choices from the positivism-interpretivism discourse. The pragmatist approach 
is widely regarded as the ‘third paradigm’ (Johnson, Onwuegbuzie, & Turner, 2007; Creswell, 
2014) and considers perspectives from both sides. Smith and Cantley (1985) argued that methods 
should follow the assumptions of desirability and rationality of the study design. In the area of 
health care and support, it has been argued that the choice between qualitative and quantitative 
approaches is likely to:  
‘rest on the degree of knowledge of the phenomenon to be studied. The more that is 
known about a programme and its underlying theories, the more possible and logical 
it becomes to use experimental design. The less that is known, the more it makes 
sense simply to try to understand the basic components’ (Murphy, Dingwall, 
Greatbatch, Parker & Watson, 1998, p. 221).  
 Pragmatists believe that when selecting a research method, the opportunities and 
limitations of the context in which the research is to be completed are of key importance (Greene, 
Benjamin & Goodyear, 2001). Pragmatism is associated with research using both qualitative and 
quantitative methods (Creswell & Plano-Clark, 2011; Tashakkori & Teddlie, 2003). This 




time, is not an approach where ‘anything goes’ (Denscombe, 2008, p. 274), but one that is 
adaptable in the approach to the collection and examination of data (Feilzer, 2010).  
 For Tashakkori and Teddlie (2003), the central rationale for using pragmatism in mixed 
methods research is based upon the belief that the research question is of primary importance and, 
therefore claims of knowledge should emerge from the research process, rather than from pre-
existing paradigmatic positions or beliefs. Pragmatism offers the researcher the possibility to 
develop research which emerges from an experienced situation (Cutchin, 2008), is driven by the 
particular research question (Tashakkori & Teddlie, 2003) and, whose methodological choices are 
made on the basis of how to best increase understanding of the problematic situation (Morgan, 
2007).  
 In mixed methods study designs, the research questions guide the investigation and are 
answered with data in both narrative and numerical forms. Analysis of data involves the integration 
of thematic and statistical techniques. Mixed methods research uses both inductive and deductive 
reasoning processes, in which the order depends on where one approach is in relation to studying 
the phenomenon of interest. Furthermore, sampling is an aspect where mixed methods research 
employs both purposive and probability approaches (Teddlie & Tashakkori, 2009).  
 The study design for this PhD study is reflective of interpretivism and pragmatism 
worldviews. These approaches are considered the main philosophical underpinnings for mixed 






3.4 Ontological Position  
 The nature of reality is a defining distinction between positivism and interpretivism 
paradigms. Guba and Lincoln (2005) and Miles and Huberman (1994, as cited in Teddlie & 
Tashakkori, 2009) defined the following realism types: 
 
• Naïve realism: positivist researchers believe there is a reality that is understandable (Guba 
& Lincoln, 2005)  
• Critical realism: post positivists believe that there is a “real reality” that can only be 
understood “imperfectly and probabistically” (Guba & Lincoln, 2005, p.195)  
• Relativism: Interpretivists believe that there are specific and local co-constructed realities.  
 
 Pragmatists agree with the positivist paradigm on the existence of an external reality that 
is independent of our minds (Cherryholmes, 1992). However, at the same time, pragmatists deny 
that truth regarding reality can be determined (Teddlie & Tashakkori, 2009). Scholars, such as 
Greene and Caracelli (1997), suggest a dialectic stance which does not support one paradigm above 
others, but sees mixed methods research as intentionally engaging multiple sets of paradigms and 
their unique assumptions; all paradigms are valuable.  
 According to Greene (2007) mixed methods is “the planned and intentional incorporation 
of multiple mental models…into the same inquiry space” to understand the phenomenon of study 
(p.30). Adopting a dialectical stance allows the researcher to combine any two or more 





 Johnson (2012), building on the dialectical approach advocated by Greene (2007), 
conceptualised dialectical pluralism as involving the researcher to adopt: 
A pluralist stance ontologically (there are many kinds of reality that are important, 
such as subjective, objective, intersubjective, disciplinary, paradigmatic) and relies 
on a dialectical (and dialogical and hermeneutical) approach to learning from 
difference (Frels & Onwuegbuzie, 2013, p. 10).  
 
 The basic ideas of dialectical pluralism as a metaparadigm are to (Johnson, 2017; 
Schoonenboom & Johnson, 2019):  
a. Dialectically listen carefully to different disciplines, theories, and individual perspectives  
b. Integrate ideas from competing values and into a new workable approach for each research 
study  
c. Clearly state the approach with researchers’ and stakeholders’ values and construct 
standards to guide research  
d. Construct the research in an ethical manner  
e. Disseminate research findings  
f. Evaluate the outcomes of the research process   
 
 In brief, dialectical pluralism means listening to, learning, understanding and acting 
(Johnson, 2017). In the current study, adopting a dialectical pluralist stance allowed the researcher 
to capture the complexity and multi-dimensionality of stammering, and best represent the values 




3.5 Use of Mixed Methods in Research  
 There have been several definitions for mixed methods described over the years, each 
incorporating various aspects of methods, philosophy, and research design. Mixed methods 
research is “research in which the investigator collects and analyses data, integrates the findings 
and draws inferences using both qualitative and quantitative approaches or methods in a single 
study or program of inquiry” (Tashakkori & Creswell, 2008, p. 4). Greene (2007) highlighted that 
this type of research invites researchers to participate in dialogue about multiple ways of seeing 
and hearing, numerous ways of making sense of the social world, and several standpoints on what 
is important.  
 According to Wheeler (2005), “mixed methods research intentionally incorporates 
quantitative and qualitative research methods, intending to use diverse perspectives, methods, and 
data to generate the information that is desired” (p. 14). A central assumption of mixed methods 
research studies is that they combine the strengths of both qualitative and quantitative research, 
and that by themselves, these approaches are often insufficient to understand research topics. 
Robson (2002) promotes using a combination of more than one method when researching. Mixed 
methods research is described as a method of collecting, examining and integrating both qualitative 
and quantitative data at some point during the research process (Ivankova, Creswell, & Stick, 
2006). Morse (2008) suggests that through using mixed methods, researchers can obtain 
complementary findings that improve research and contribute to knowledge and development of 
theory.  
 Recent studies in the music therapy literature have used a mixed methods approach (Burns 
& Meadows, 2015). Barry and colleagues (2012) examined music therapy in a pediatric oncology 




Wheeler, & Groke, 2010). Lindenfelser, Hense and McFerran (2011) also used a mixed methods 
approach with families who had children with life-limiting conditions. The researchers used 
qualitative data to interpret quantitative parts of the study. Bradt, Burns, and Creswell (2013) report 
how mixed methods research designs offer music therapy researchers with opportunities to 
combine multiple ways of knowing and various types of data.  
 
 Adopting a mixed methods study design was viewed as the best approach in this PhD 
project because:  
a. The area of study (stammering in adolescence) is complex and multidimensional. The 
combination of methods allowed the researcher to delve into different complex phenomena 
without being restricted by the limitations of one type of research method. Mixed methods 
research recognises that humans are complex and so are their issues (Glogowska, 2011).  
b. Combining methods allowed for a more comprehensive approach to addressing research 
questions (Fetters, Curry, & Creswell, 2013; Glogowska, 2011), such as the type posed in this 
study.  
c. Integrating methods, via triangulation, for example, facilitated the ‘bigger picture’ to emerge. 
Through the process of triangulation, findings were combined and consolidated. Triangulation 
is defined as “a process of studying a problem using different methods to gain a more complete 
picture” (O’Cathain, Murphy, & Nicholl, 2010, p. 1147). The design of the project was 
intended to achieve ‘complementary’ data, which, when integrated, would provide more 
powerful results than an individual phase alone would.  
d. A mixed methods design allowed the researcher to capture the young people’s complex and 




 Using mixed methods research entailed certain challenges that also need to be 
acknowledged. Attention had to be paid to ensuring the quality criteria for assessing the rigour of 
the research being carried out and its reporting would be applied equally across all methods used 
(O’Cathin, Murphy, & Nicholl, 2008).  
 O’Cathain (2010) highlights the importance of assessing the quality of qualitative and 
quantitative components of a study separately because each contributes to the work as a whole. It 
is also essential because the quality of one or both methods may suffer as a direct consequence of 
being part of a larger mixed methods study. The author believes that, the use of quality criteria for 
each phase (described in subsequent chapters), created a sufficient level of quality throughout the 
study.  
 An individual methods assessment, however, was not sufficient as it ignores the fact that 
there is more to a mixed methods study than its quantitative and qualitative strands (O’Cathain, 
2010). Several standards for assessing the quality of mixed methods research are reported in the 
literature (Collins, Onwuegbuzie, & Johnson, 2012; Creswell, Klassen, Plano Clark, & Smith, 
2011; O’Cathain, 2010). In the current study, O’Cathain, Murphy and Nicholl’s (2008) Good 
Reporting of a Mixed Methods Study (GRAMMS) was used to guide quality assessment.  
 
3.5.1 Embedded Mixed Methods Design   
 There are various mixed methods study designs (e.g. explanatory, exploratory, 
triangulation) to collect and analyse data in different ways depending on the research goals. The 
current research used an embedded mixed methods design (Creswell & Plano-Clark, 2011; 




and outcome of the intervention; while semi-structured interviews were used to inform and 
evaluate the process of the intervention. An embedded mixed method design was considered to be 
the most appropriate method for analysing the data gathered due to its popularity in the health 
sciences and when investigating a programme or intervention in a particular setting (Creswell, 
2014). As the aim of this study was to understand the process of developing practice in an emerging 
context, the embedded mixed methods design was a good fit as it adds “understanding to 
experimental results by incorporating perspectives of individuals” (Creswell, 2014, p. 228).  
 By considering the embedded mixed method design outlined in Figure 3.5.1, and applying 
the research objectives to this design, a concrete methodology for achieving the research aims of 














Figure 3.5.1  
The Embedded Mixed Methods Design 
 
3.5.2 Rationale for the Embedded Mixed Methods Design  
 The embedded mixed methods design is used in studies when the researcher collects and 
analyses both qualitative and quantitative data within an overall qualitative or quantitative design. 
In this design, the researcher may add a qualitative phase within a quantitative design, such as an 
experiment, or add a quantitative phase within a qualitative study, such as a case study (Creswell 
& Plano Clark, 2011; Greene, 2007). The collection and examination of the secondary data set 
may occur before, during, and/or after the implementation of the collection and analysis procedures 
associated with the overall design. In the current study, qualitative data was employed in two 
different ways: before the intervention to inform the development of a music therapy intervention 
for adolescents who experience developmental stammering, and after the intervention, to explore 















 The premise of this mixed methods design was that a single data set was not sufficient to 
explore the phenomenon in question. Different questions needed to be answered, and each type of 
question required different types of data.  
 The study was organised in three phases. During phase one, preliminary qualitative data 
was collected by the principal researcher and a research assistant using semi-structured interviews. 
In phase two, a one-group pre-test post-test design was used to collect data from adolescents who 
stammer in the intervention. In phase three, semi-structured interviews were carried out by a 
research assistant to collect in-depth data from the adolescents who participated in phase two. A 





Table 3.5.1  
Rationale for Research Phases 
Data Collection Method QUAL/QUAN Purpose in the study Notes/reason for mixing 
Semi-structured 
interviews 
QUAL To obtain subjective opinions, 
experiences, and thoughts of 
the participants 
The data obtained from these interviews will be used 
to develop the music therapy intervention.  
 
One-group pre-test 
post-test design  
QUAN To detect and measure any 
change in communicative, 
cognitive, and/or affective 
domains 
The data produced will infer whether there is a link 
between the intervention and the outcomes. It may also 
be examined for statistical significance.  
Semi-structured 
interviews 
QUAL To obtain the subjective 
opinions, experiences, and 
thoughts of the adolescents 
about their needs, the 
intervention and its 
effectiveness  
The data produced will further examine the 
intervention from the subjective position of the 
adolescents engaged. This method provides data not 






3.5.3 Research Assistants  
 Two students at the Irish World Academy of Music and Dance, University of Limerick, 
were an integral part of the research team for this study. The students’ motivation to participate 
included module requirements, personal experience, and an interest in the research topic. Each 
student worked on a specific phase of the project over two academic semesters. In phase one, a 
final year Bachelor of Arts in Performing Arts student was involved in data collection with 
individuals who stammer. The student in phase three, a master’s student in Music Therapy, 
participated in data collection and the analysis of interviews with four adolescents who stammer 
who participated in group music therapy. Both research assistants were also provided the 
opportunity to participate in publishing the research findings with the principal investigator.  
 Involving research assistants required attention to roles and responsibilities, orienting, 
monitoring, supervising and evaluation (Gift, Creasia, & Parker, 1991). The students involved in 
the current study varied by educational level, background, and experience. The undergraduate 
student was involved in data collection only, whereas the master’s student was involved in data 
collection and analysis. The students involved were oriented to the project before any data 
collection took place which involved background reading and regular contact with the primary 
investigator.  
 Fawcett and Garity (2009) stress the importance of carefully training research assistants so 
that consistency of the data collection procedures is maintained. In the current study, individual 
supervision meetings between the primary researcher and research assistants focused on informed 
consent procedures and confidentiality, interview style, sensitivity, as well as guidelines for 




 To maintain the quality and integrity of research, regular monitoring of data gathering, and 
analysis was essential (Kelly, 2003). Furthermore, member checking and peer debriefing were 
employed to enhance credibility; the research assistants presented findings to participants in 
respective phases to determine if themes resonated with their experiences and discussed concerns 
and interpretations with the primary investigator.  
 
3.6 Evolution of the Research Design  
 There were three separate phases conducted within this piece of research (Figure 3.6.1):  
Phase 1: Exploration of individual and therapist experiences of music and/or music therapy 
through in-depth semi-structured interviews 
Phase 2: Music therapy intervention with adolescents who experience developmental stammering   












Figure 3.6.1   




 Initially, the project design was conceived in the form of a sequential explanatory design 
with the collection and examination of quantitative data followed by qualitative data (Creswell, 
2014). Over the course of the project, the researcher’s conception of the design evolved into a 
more robust framework, based on the inclusion of qualitative data at the outset to inform the 
intervention phase.  
 These research phases will be described in detail in the next methodology chapter 
(Method). Phases 1-3 were connected and carried out sequentially, with no attempt to isolate 
previous findings. At the same time, the available findings were used to inform subsequent phases. 
For example, mixing occurred following completion of Phase 1 where insights from the qualitative 
Phase 1: Participant and 
therapist experiences of 
music and music therapy
Phase 2: Music therapy 
intervention with 
adolescents who stammer 





interviews were used to inform and develop the intervention for Phase 2. Following completion 
on Phase 3, the results from each of the phases were compared and synthesised in order to develop 
a final interpretation of the data and findings.  
 
3.7 Personal Influences  
 It is important to acknowledge the researcher’s personal influences in this project in order 
to be transparent. Personal influences can lead to bias in the design of data collection measures 
and the explication of the data. The most prominent of these influences was the author’s dual 
position as researcher and as a dual-qualified music therapist and speech and language therapist. 
The researcher’s occupation is that of a speech and language therapist and music therapist, working 
in Ireland with a caseload that includes adolescents with communicative difficulties such as 
stammering. Thus, while the position may provide valuable insight and anecdotal evidence, it can 
also lead to biased views about service provision, service user and service provider attitudes and 
other related areas. Furthermore, the project was motivated by a desire for change and 
enhancement of services for adolescents who stammer. Such a motivation could be seen as a source 
of bias, given that there is an assumption, at some level, that there is room for improvement in the 
current provision of services. This assumption may be reasonable but has not been scientifically 
tested. Therefore, the assumption was acknowledged as a potential source of bias in the overall 
scheme of the study.  
 In order to minimise any unwanted impact on the quality of this project, the researcher’s 
dual role was discussed regularly during meetings with her supervisors. These meetings provided 




inherently biased. Indeed, on numerous occasions the supervisors helped to clarify the differences 
between these stances. The supervision process was also useful to evaluate when this personal 
experience and knowledge was useful and conducive to the overall objectives of the project.  
 
3.8 Ethical Considerations 
 Permission to conduct this research study was granted by the Arts Humanities & Social 
Sciences Research Ethics Committee at the University of Limerick. A copy of the letter of approval 
is included in Appendix 1.  All national child protection guidelines for working and researching 
with young persons under the age of 18 years were adhered to in phases two and three. All ethical 
decisions regarding this study were made following discussion with the researcher’s supervisors.  
 Anonymity and confidentiality of the participants was guaranteed, and identities were 
protected during each phase of the study. Ensuring confidentiality meant guaranteeing that no link 
or association could be made between a specific participant and a set of data that the participant 
provided (Kirby, Greaves, & Reid, 2006). Several strategies were employed to maintain anonymity 
and confidentiality of participants. For phases two and three of the study, a gatekeeper (speech and 
language therapy manager) was involved to inform the parents and adolescents about the study 
and seek participation. All respondents were assigned a pseudonym or an ID number. All 
transcripts and assessment tools were stored in a locked filing cabinet that only the researcher had 
access to.  
 Informed consent in research involves ensuring that young participants understand the 
nature of the research project in order to participate on a voluntary basis (Behi & Nolan, 1995). 




intervention, as well as the follow-up interviews (see Appendices 7 and 12). Parents and primary 
caregivers were invited to contact the primary researcher if they had any questions or concerns.  
  
3.9 Summary 
 This chapter has described the aims of the study and the research design employed. The 
next chapter will report the specific methods used in each phase of the study. Measures to ensure 





















Chapter 4: Method 
 
 
4.1 Introduction  
 This chapter details the methods used in each of the three phases that were part of this 
project. The methodology for each phase is presented separately in sections. Each section will 
detail the following information:  
• Aim(s) of the phase 
• Research question(s) 
• Description of the method  
• Participants and recruitment procedure 
• Ethical considerations  
• Data analysis  
• Measures of rigour and quality  
 






Summary of Methods Used in Phases 1-3 
 Participants Recruitment Method  Data Collection Data Analysis Quality Measures  
Phase 1 SLTs (n = 2), MTs 
(n = 3), SLT/MT (n 
= 1), young adults 
who stammer (n = 3) 
Mailing list of SLT and 
MT national and 
international bodies; 








research assistant, and 
coding review 
(supervisors) 
Phase 2 Adolescents who 
experience 
stammering (n = 11) 
SLT Manager  Pre- and post-test 
measurements 
Statistics  Independent therapist, 
independent statistician 
Phase 3 Adolescents who 
experience 
stammering (n = 4) 







research assistant and 
coding review (research 
assistant) 




4.2 Phase 1: Individual and Therapist Experiences and Perceptions of Music 




 This phase of the study involved qualitative interviews to explore individual and therapist 
perceptions of music and music therapy for adolescents who stammer. The aim of this phase was 
to gather data about the role of music for adolescents who experience stammering in order to devise 
a therapeutic intervention. The objective was to target individuals who stammer, and experienced 
music therapists and speech and language therapists who are working in the field where there is a 
body of knowledge not necessarily published, but which exists in clinical practice, or in reports or 
documents. These aims led to the formulation of the following research questions.  
 
 
Phase 1: Individual and 
therapist experiences of 
music and music therapy
Phase 2: Music therapy 
intervention with 
adolescents who stammer 





4.2.2 Research Questions 
• What are the participants’ experiences of using music and/or music therapy for stammering?  
• What are the therapists’ experiences of using music and/or music therapy in working with 
adolescents who stammer? 
• What music therapy approaches and/or techniques are currently being used with individuals 
who experience developmental stammering?  
• What are the participants’ perspectives on music therapy services to meet the needs of 
adolescents who experience developmental stammering?  
 
4.2.3 Description of the Method   
 A qualitative research approach was selected for this phase of the research study as it 
allowed the researcher to generate understanding of human action, and to ask questions about 
practices of music therapists and individual experiences of developmental stammering. Qualitative 
research investigates how phenomena are experienced through description, analysis, and 
interpretation (Wheeler, 2005).  
 In-depth, semi-structured interviews were completed by the primary researcher and a 
research assistant to elicit the experiences and views of the participants. This type of interview 
style incorporates both theoretical and open-ended questions to elicit data grounded in the 
participant’s experience (Galletta, 2013). Semi-structured qualitative interviews are used when 
“the researcher knows enough about the phenomenon to identify the domain but does not know 
and cannot anticipate all the answers” (Gubrium, Holstein, Marvasti, & McKinney, 2012, p.197). 




location and preference. The interview questions were developed from the literature review 
presented in chapter two.  
 Open-ended questions were used within the interviews with individuals who stammer, and 
the speech and language therapists and music therapists. The interviews with individuals who 
stammer were completed by a final year Bachelor of Arts in Performing Arts student and focused 
on the following:  
• The individual’s experience of stammering 
• The individual’s experiences of using music and, if applicable, music therapy 
• The individual’s recommendations for music therapy   
 Arthur and Nazroo (2003) highlight the importance of preparation for interviews, 
particularly the development of a “topic guide”. As an interview agenda, the topic guide ensures 
that all issues are systematically covered by the researcher, while still allowing flexibility to 
explore detail that is principal to each participant (Arthur & Nazroo, 2003). See Figure 4.2.1 for 











Figure 4.2.1  
Interview Topic Guide Used in Interviews with Individuals who Stammer 
Interview Topic Guide  
Topic Areas to be Explored:  
➢ General information about the individual  
Occupation  
Interest in music  
Experience of stammering  
➢ Experience of using music in management of stammering  
Motivation for using music 
Methods used (i.e. playing or listening) 
➢ Perspective on music therapy for stammering  
Explore opinions of music therapy as an intervention 
 
 Speech and language therapist and music therapist interviews were completed by the 
principal researcher and focused on:  
• The therapists’ experience of working with individuals who stammer, particularly 
adolescents   
• The therapists’ experience of using music and/or music therapy with adolescents who 
stammer 
• The therapists’ recommendations for practice 








Figure 4.2.2  
Interview Topic Guide Used in Therapist Interviews 
Interview Topic Guide  
Topic Areas to be Explored:  
➢ General information about the therapist including  
Occupation  
Clinical practice  
Experience of therapeutic work with individuals who have communication 
difficulties  
• Experience of working with adolescents who stammer  
           Motivation for working with this group  
           Therapy approach used  
           Intervention format (frequency, group/individual) 
➢ Explore how music therapy is used  
Explore approach or model used  
Specific interventions or techniques 
Instruments 
Session format 
Goals and objectives  
  
 The topic guide was used to direct the interview process and to ascertain that the identified 
issues were explored with each participant. At the beginning of each interview, speech and 
language therapists and music therapists were asked about their current position and their clinical 
experience of working with individuals who experience communication difficulties. This question 
was included to ease participants into the conversation and to gather information that would help 





4.2.4 Participants and Recruitment Procedure  
 4.2.4.1 Participant Sample. In qualitative research, the number of participants required is 
not fixed at the start of the study, but is established as the study progresses (Bryman, 2012). The 
number of participants depends on the point in which no new themes or explanations emerge from 
the data (Marshall, 1996).  In the current phase, the number of interviews carried out was flexible 
to maximise the depth of exploration and dependent on a sample size sufficient for reaching 
saturation.  
 When recruiting participants for this phase of the study, purposive and convenience 
sampling were used. Purposive sampling selects individuals based on features or characteristics 
that are specific to the participant which are central factors to the study’s aims and objectives. This 
type of participant sampling has been used for the selection of information-rich cases for the most 
effective use of limited resources (Patton, 2002). Participants in this phase of the study were 
identified based on their knowledge and experience with the phenomenon of interest i.e. 
developmental stammering (Creswell & Plano Clark, 2011). Further to knowledge and experience, 
availability, and willingness to participate, as well as the ability to communicate opinions and 
experiences (Bernard, 2002), were also considered. Purposive sampling has often been criticised 
in the research literature for failing to address issues of sampling bias however, given the overall 





 4.2.4.2 Individuals Who Stammer. The individuals who stammer in this study were 
recruited using convenience sampling. The research assistant, a final year Bachelor of Arts in 
Performing Arts undergraduate student, used their personal contacts to identify potential 
participants. Letters (see Appendix 2) were sent out to individuals who stammer detailing the study 
and what participation entailed. Participants returned consent forms (see Appendix 3) to the 
researchers and took part in the study.  
 
 4.2.4.3 Therapists. Speech and language therapists and music therapists were recruited 
based on their expert knowledge, and diversity of practice in both disciplines internationally. They 
represented diverse backgrounds, and different cultural facets of work between them. Specifically, 
expert sampling was used. According to Etikan, Musa, and Alkassim (2016), expert sampling is a 
tool to use when there is a lack of observational research available. Speech and language therapists 
and music therapists were recruited through international accrediting bodies and associations. 
These included:  
• The Irish Association of Creative Arts Therapists  
• The Irish Association of Speech and Language Therapists  
• The Irish Stammering Association  
• The British Association for Music Therapy 
• Royal College of Speech and Language Therapists  
• The American Music Therapy Association 
• The Canadian Association for Music Therapists 
• Music Therapy New Zealand  




 Potential therapists and associations were emailed by the principal researcher personally 
or via the researcher’s primary and secondary supervisors. An invitation letter was provided 
accompanied by an information sheet (see Appendix 4). The researcher contacted respondents by 
email or phone.  
 
4.2.4.4 Multiple Perspectives  
 Collecting and interpreting data from multiple perspectives provides rich understanding of 
a phenomenon, and the different perceptions of individuals involved (Vogl, Zartler, Schmidt, & 
Rieder, 2017). Furthermore, Creswell (2009) highlights the importance of gathering holistic 
accounts in qualitative research to allow for the larger picture to emerge. Examples of multiple 
perspective interviewing can be seen in a number of disciplines. Lawrence, Murray, Ffytche, and 
Banerjee (2009) interviewed older adults with visual impairment, family caregivers and care 
professionals to explore the experiences and needs of older adults. Similarly, Hiatt, Stelle, Muslow, 
and Scott (2007) obtained multiple perspectives when evaluating hospice care. In the current study, 
multiple perspectives were explored to capture a range of viewpoints on music and/or music 
therapy for adolescents who stammer. The different data sets enabled the researcher to examine 
the topic from various angles and gain a more nuanced understanding of the participants’ 
experience.   
 While enabling rich and deep understanding, collecting multiple perspectives data holds 
particular challenges that need to be considered. For instance, multiple perspective interviews 
create layered and complex data and, as such, there are certain issues around analysis (Beitin, 




interviews which leads to methodological challenges. In this phase of the study, including views 
of ‘music’ and ‘music therapy’ further increased the complexity of analysing the data gathered.  
 
4.2.5 Ethical Considerations  
 The principal researcher and research assistant provided the individuals who stammer, and 
the therapists, with an opportunity to ask questions at the interview. All participants were reassured 
that participating in the study was entirely voluntary and that they could withdraw at any time 
without consequence. Furthermore, a discussion took place as to whether participants were 
comfortable with being audio-recorded. If the participant agreed to be audio-recorded, they were 
informed that the recording could be stopped at any point during the interview. Three individuals 
who stammer and six therapists agreed to take part by signing the consent form (see Appendix 5). 
Copies of consent forms were kept in a locked filing cabinet separate from any interview data.  
 
4.2.6 Data Analysis  
 Following collection of data, the audio recordings were transcribed by the principal 
researcher. The data was examined using qualitative content analysis, more specifically, 
conventional content analysis (Hsieh & Shannon, 2005).  
 
 4.2.6.1. What is Conventional Content Analysis? According to Morse (2008), there are 
two standard approaches to analysing qualitative interviews: content analysis and developing 




a separate file, forming a category for analysis. Thematic analysis, on the other hand, uses 
interpretive techniques such as studying what may be implied, or the analysis of 
metaphors (Gubrium, Holstein, Marvasti, & McKinney, 2012).  
 Conventional content analysis may be defined as “a research method of the subjective 
interpretation of the context of text data through the systematic classification process of coding 
and identifying themes or patterns” (Hsieh & Shannon, 2005, p. 1278) and aims to deliver a rich 
description of the phenomenon under examination (Ghetti & Keith, 2016). Content analysis is used 
to examine written material and recorded communication. According to Kaplan (1943, p: 230, 
cited in Franzosi, 2004), content analysis “…attempts to characterise the meanings in a given body 
of discourse in a systematic and quantitative fashion.” Earlier definitions of content analysis 
referred to quantification. In later definitions, however, the focus of content moved to objectivity, 
inference, and systematisation (Franzosi, 2004). This type of analysis identifies the characteristics 
of the categories such as their frequency. This helps to discern the significant concepts from the 
material. Content analysis is commonly used to investigate focus groups and semi-structured 
interviews (McIntosh & Morse, 2015) and was used in the current study to analyse individual and 










 Three distinct approaches to content analysis are outlined in Table 4.2.1: conventional, 
directed, and summative (Hsieh & Shannon, 2005).   
 
Table 4.2.1 
Approaches to Content Analysis 
Type of Content Analysis Description  
Conventional   Used with a study design whose aim is to describe a   
phenomenon when existing research literature or theory is 
limited  
Directed   There is prior research or existing theory about a phenomenon, 
however, this is incomplete and would benefit from further 
description   
Summative    Identifies and quantifies certain content in the text with the aim 
of understanding the contextual use of the content or words 
  
  
 4.2.6.2. Use of Content Analysis in Previous Studies. Several studies in the field of music 
 therapy have used content analysis. Thompson, Shanahan and Gordon (2019) used content 
analysis to explore parents’ perspectives of the quality of their child’s social engagement in music-
play. Content analysis was used by Gardstrom, Klemm and Murphy (2017) to explore women’s 
perspectives on the usefulness of group music therapy. Bensimon, Amir and Wolf (2008) sought 
to gain an understanding of music therapy group work with soldiers diagnosed as suffering from 




2003) analysed interview data from mechanically ventilated intensive care patients. Interview data 
was analysed by Wolfe, O’Connell and Epps (1998) to explore therapist’s verbalisations during 
group music therapy. The range of practical issues that qualitative content analysis is used for 
provides evidence of the flexibility of the approach.  
 
 4.2.6.3. Rationale for Use in this Study. Conventional content analysis is commonly used  
with a study design whose goal is to outline a particular phenomenon, in this case, participant 
experiences and perspectives of music and music therapy for stammering. This type of analysis 
was appropriate to use as existing research literature on this topic is limited. Kondracki, Wellman 
and Amundson (2002) highlight that categories and names for categories should flow from the 
data itself and researchers should avoid preconceived categories. The principal researcher gained 
direct information from individuals who stammer and therapists without pressing preconceived 
categories.  
 
 4.2.6.4. How the Analysis Was Carried Out.  In order to manage qualitative data in a  
structured manner and to ensure efficient retrieval of that data, several computer software packages 
have been created. It is important to note that while these software packages assist with the analysis 
process, they are not an alternative to researchers’ time, effort and skills but have been viewed as 
a means of enhancing rigour (Bazeley, 2007) and can encourage proximity of the researcher with 
the data (Pope, Ziebland, & Mays, 2000). Following transcription of interviews into Microsoft 
Word, the researcher stored data using Nvivo-12, a specialist software for qualitative data.   
 Analysis of data began with reading all of the interview transcripts repeatedly to immerse 




word by word to extract codes (Morse & Field, 1995) by first highlighting words from the text that 
captured key concepts. The researcher then noted first thoughts, impressions and initial analysis. 
As this continued, labels surfaced that reflected more than one key idea or thought. Codes were 
then sorted into categories (Patton, 2002). The following Table 4.2.2 illustrates this process:   
 
Table 4.2.2 
Sample of Interview Transcript Analysis  
Interview Transcript  Codes  Categories  
I don’t have formal experience with 
music therapy, but I have used music 
during therapy sessions and doing 
research on stuttering and eating. 
No experience of 




Speech and language therapy 
perspective  
We have used music in therapy, and 
we do use it occasionally during 
mindfulness activities.  




Speech and language therapy 
perspective  
Many of our clients listen to and 
appreciate music, so we have talked 
to them about how they use music to 
relax or do schoolwork.  
Adolescents value 
music;  
Ways of incorporating 
music and discussion 
around music  
Use of music in speech and 






 4.2.6.5. Limitations of Conventional Content Analysis. This approach to data analysis 
is limited in its description of the development of theory and in the lived experience (Hsieh & 
Shannon, 2005). Lindkvist (1981) reports that the result of conventional content analysis is model 
building or concept development.  
 
4.2.7 Measures of Rigour and Quality  
Several methods were employed to promote credibility, rigour, and trustworthiness. The 
researcher and research assistant implemented several strategies to acknowledge and reduce bias. 
These steps are outlined below. 
 
4.2.7.1. Bracketing. There was a risk that the researcher’s background as a speech and 
language therapist and music therapist, both from an academic and work perspective, could emerge 
as a dominant voice in this project. Bracketing procedures were used to make this ‘voice’ separate 
from the voices of the participants.  
Gearing (2004) described bracketing as a ‘scientific process in which a researcher suspends 
or holds in abeyance his or her presuppositions, biases, assumptions, theories, or previous 
experiences to see and describe the phenomenon’ (p. 1430). Fischer (2014) notes that bracketing 
is a researcher’s identification of his/her interests, personal experience, assumptions, and cultural 
factors that can influence how data is viewed. The litany of definitions represents one of the 
challenges of bracketing as a qualitative research tool. Furthermore, the lack of uniformity 




within qualitative research; a rigid approach might be counterproductive in an inductive process 
(Tufford & Newman, 2010).  
The researcher started bracketing at the outset of this research study and continued with 
the process throughout each phase as recommended by Fischer (2009), and Rolls and Relf (2006). 
Thoughts and comments were recorded in the researcher’s reflexive journal throughout to sustain 
a reflexive stance (Tufford & Newman, 2010). Before and after Phase 1 participant interviews, in 
addition to journaling, the researcher engaged in supervision which served as an interface between 
the researcher and the research data. Tufford and Newman (2010) note how “bracketing interviews 
conducted prior to, during, and following data collection can uncover themes that may hinder the 
researcher’s ability to listen to respondents or trigger emotional responses in the researcher that 
may foreclose on further exploration” (p. 86). This technique was useful to make the researcher’s 
thoughts explicit and therefore reduce any unwanted influence on the data analysis.  
The research assistant involved in phase three of the study also kept a reflexive journal to 
examine and reflect upon their engagement with the data. The student reported that this measure 
was useful to maintain a reflexive stance (Tufford & Newman, 2010) and to manage potential bias.  
 
4.2.7.2. Pilot Study. Creswell (2014) advises that prior to commencing interviews, 
researchers should pilot test interview questions and procedures. Similar suggestions are made by 
Yin (2009), who proposes that case study research can benefit from pilot testing of data collection 
plans and to ensure that relevant lines of inquiry are developed. There is general agreement within 
the research literature that pilot studies are a useful method for trialling a study design and for 




Van Teiklingen and Hundley (2002) suggest that effective pilot studies offer the researcher 
advance warning of issues which may cause the research project to fail.  
Prior to commencing this phase of the study, the initial questions were piloted with a music 
therapy colleague of the researcher who was not involved in the main data collection. This resulted 
in questions being clarified and some of the questions more fully explained for the participants. 
Interview questions were also discussed during supervision meetings with the researcher’s 
supervisors. This process enabled the design of the semi-structured interview questions to be 
refined. The evaluation and amendments that were made to improve the study questions are 














Table 4.2.3  
Pilot Interview – Observations, Evaluations and Amendments 
Observations from Pilot Evaluation and amendments  
This pilot study went well, however, there were times 
where I felt that the questions asked were not entirely 
clear for the therapist, or there were several different 
questions within one question 
This was resolved by clarifying 
points and separating questions 
for the participant  
The therapist highlighted several music therapy 
interventions which they use in their work with 
adolescents but did not elaborate i.e. improvisation was 
mentioned but there was no elaboration on whether this 
was structured or free improvisation, or whether 
mirroring, matching were elements in her practice  
Asking additional questions 
about the intervention to obtain 





 4.2.7.3. Member Checking. Several authors recommend the use of member checking or 
respondent validation to verify qualitative research findings (Lincoln & Guba, 1985). This practice 
involves returning findings to participants and inviting them to comment on the adequacy of the 
researcher’s understanding and interpretations (Murphy & Dingwall, 2003). Lincoln and Guba 
(1985) consider this process to be the most important technique in establishing credibility. Member 
checking was carried out where the researcher and research assistant shared information derived 
from the interviews with the individuals who stammer, speech and language therapists and music 
therapists to check the appropriateness of findings as they emerged (Creswell, 2014). This process 
ensured transparency and coherence in the research process. The participants agreed with the 
interview transcripts and several of the therapists provided feedback and comments on emergent 
themes.  
 
 4.2.7.4. Peer Debriefing. Peer debriefing can be defined as a reflexive technique whereby 
members of a research team “serve as a mirror, reflecting the investigator’s responses to the 
research process…serv[ing] as devil’s advocates, proposing alternative interpretations to those of 
the investigator” (Morrow, 2005, p. 254). Lincoln and Guba (1985) report that peer debriefing 
strengthens a qualitative study’s credibility. This type of debriefing provides accountability in the 
effort to recognise and understand the influence of the researcher on the interpretation of data 
(Hays & Singh, 2012). Peer debriefing was completed between the researcher and her supervisors 






4.3 Connecting Between Phase 1 and Phase 2  
  
 In mixed methods research designs, there is at least one “point of integration”, referred to 
as the “point of interface” by Morse and Niehaus (2009) at which qualitative and quantitate strands 
are brought together (Schoonenboom & Johnson, 2017). Mixing is the interconnecting of the 
study’s approaches and is often referred to as integrating and combining. To understand how and 
when mixing occurs in a research study, Creswell and Plano Clark (2011) refer to the point of 
interface and mixing strategies. The point of interface is a stage in the research process where 
qualitative and quantitative strands are integrated. Mixing may occur at several points during a 
research study: design, data collection, data analysis and interpretation (Creswell & Plano Clark, 
2011).  
 In the current study, the researcher employed mixing during data collection. At the first 
point of interface, the overall aim was to use the knowledge generated by the qualitative interviews 
to guide the development of a music therapy intervention for the quantitative phase of the study. 
Using the findings from interviews with participants who stammer, and therapists working with 










Figure 4.3.1  
























Goals: emotional expression, relaxation, 
address and confront difficulties; reduce 
anxiety
Music therapy techniques: singing, 





4.4 Phase 2: Music Therapy Intervention 
 
4.4.1 Aims  
 The second phase of this study consisted of five group music therapy sessions as part of a 
one-week intensive camp for children and adolescents who stammer aged six to 18 years. The aim 
of this phase was to examine the effectiveness of a designed music therapy intervention in relation 
to communicative, cognitive and affective domains in adolescents who experience developmental 
dysfluency.  
 
4.4.2 Research Question and Hypotheses   
 
• Research Question: Does participation in group music therapy result in communicative, 
cognitive and/or affective changes in adolescents who experience developmental stammering?  
 
Phase 1: Individual and 
therapist experiences of 
music and music therapy
Phase 2: Music therapy 
intervention with 
adolescents who stammer 





• Null hypothesis: The null hypothesis (H0) is that there will be no difference in communication, 
cognitive and/or affective components when comparing the post-test with the pre-test, as 
measured by the Overall Assessment of the Speaker’s Experience of Stuttering School Age 
(OASES-S; Yaruss & Quesal, 2006) and Teenager (OASES-T; Yaruss, Coleman, & Quesal, 
2010).  
 
• Alternative hypothesis: The alternative hypothesis (Ha) is that participation in music therapy 
will improve communication, cognitive and affective components when comparing the post-
test measurements with pre-test.  
 
 4.4.3 Description of the Method  
 This phase examined the effect(s) of music therapy on communicative, cognitive and 
affective processes in adolescents who stammer using a one-group pre-test – post-test design which 
is illustrated in Figure 4.4.1. This type of quasi-experimental research design measures the 
dependent variable once before the treatment is implemented and once after it is implemented in a 
single group of participants i.e. all participants receive the same treatment and assessment (Allen, 
2017). 
 As a clinician, the researcher strives to maintain and develop services in line with best 
practice according to her accrediting bodies. As a speech and language therapist, the researcher 
follows CORU Standards of Proficiency for Speech and Language Therapists (2018). In this 
document, outcome measures are highlighted: “be able to evaluate intervention plans using 
appropriate tools and recognised performance/outcome measures along with service user 




all test takers to answer the same items or questions in the same way and that is score in a consistent 
way. Acknowledging the importance of such outcome measures, the researcher decided that 
incorporating pre- and post-assessment data would provide a valuable context to this study.  
 
Figure 4.4.1  
Phase 2 Study Design  
 
 This phase was informed by Robey and Schultz’s (1998; Robey, 2004) five-phase model 
of clinical outcome research. Within this five-phase model, the aim of the first phase of research 
is to gather preliminary information about whether an effect occurs when treatment is conducted. 
This phase typically comprises small group pre-post studies, retrospective studies and single-
subject studies. Single-subject and one-group studies have previously been used to examine 
therapeutic effect in the field of stammering (Millard, Nicholas, & Cook, 2008; Fry, Botterill, & 










Participants attend five 










4.4.4 Participants and Recruitment Procedure  
 In order to participate in this study, adolescents had to fulfil certain inclusion criteria:   
• Adolescents aged 10 – 19 years (The World Health Organisation defines ‘Adolescents’ as 
individuals in the 10-19 years age group)   
• Have a history of diagnosed developmental stammering 
• Stammering is the adolescent’s primary concern or presenting issue 
• Speak and/or understand English (parents/primary caregivers and adolescents)  
• Parents/primary caregivers have received written and oral information about the study 
• Obtained written consent with signature of parents/primary caregivers  
• Obtained written consent with signature of adolescent  
 
The exclusion criteria were:  
• Significant cognitive deficits  
• Acquired or late-onset stammering  
 
 The speech and language therapy manager supervised the recruitment process. One month 
ahead of the summer camp, the speech and language therapy manager screened the list of 
participants who were scheduled to attend. Based on the inclusion and exclusion criteria, the 
speech and language therapy manager assessed whether participants could be included in the study, 
therefore purposive sampling was used. During the data collection period, all eligible adolescents 
were invited to participate in the study by means of a physical or electronic copy of the information 
sheet (see Appendix 6). Furthermore, a parent information sheet (see Appendix 7), consent form 




 Regarding number of participants, research on therapy for adults who stammer suggests an 
optimal group size of eight participants (Levy, 2018), though there is little research on group size 
for adolescents who stammer. In the music therapy literature, group size depends on age, setting, 
treatment objectives and diagnoses, with five to seven participants considered ideal (Bruscia, 
1987). In total, 11 adolescents aged 10 to 18 who experience developmental stammering 
participated in this phase of the study. For practical reasons, such as the camp schedule and other 
activities planned, it was not possible for the researcher to facilitate two smaller groups. 
Furthermore, it was not ethical to deny adolescents of music therapy for group size purposes.  
 None of the 11 participants had previously attended music therapy. Additional participation 





Table 4.4.1  
Participant Information 
Pseudonym Gender Age Number of MT sessions 
attended  
Musical Background 
Olive  Female 10;3 2/5 Enjoys listening to pop and current music  
Ciara  Female 10;5  5/5 Enjoys listening to pop and current music; Likes to 
sing  
Saoirse Female 10;10 5/5 Enjoys listening to pop and current music  
Alex Female 11;5 4/5 Enjoys listening to pop and current music; Previous 
participation in drumming circle  
Ann Female 11;11 5/5 Enjoys listening to pop music; Previous 
participation in drumming circle  
     
Dave Male 12;5 5/5 Enjoys listening to pop and current music  
Neil Male 12;6 5/5 Did not have a preferred music genre  
Elliot Male 13;11 5/5 Enjoys listening to rap music; Plays acoustic guitar 
– attends lessons  
Frank  Male 14;10 5/5 Enjoys listening to pop music 
Mike Male 14;3 4/5 Enjoys listening to dance/electronic music  
Ken Male 17;11  5/5 Enjoys listening to rock/metal music; Plays electric 




4.4.5 Procedure  
 4.4.5.1. Setting. The study was carried out in Co. Kerry, Ireland at a camp for children 
and adolescents who experience stammering. The camp was part of a joint initiative between 
The European Clinical Specialization in Fluency Disorders and The Health Service Executive 
(HSE) Cork Kerry Community Healthcare (see Appendix 10). The camp is an evidence-based 
treatment program (Byrd, Hampton, McGill, & Gkalitsiou, 2016; Byrd, Gkalitsiou, Werle, & 
Coalson, 2018) organised by the Lang Stuttering Institute of the University of Texas at Austin. 
This intensive five-day program was developed to target cognitive and affective components 
of stammering. Goals of the program were to (1) improve how children and adolescents who 
stammer feel about their ability to communicate, (2) increase their positive perception of their 
ability to establish friendships, and (3) lessen the influence of stammering on their overall 
quality of life (Byrd, Hampton, McGill, & Gkalitsiou, 2016). Music therapy was an optional 
part of this camp, and adolescents were invited to attend five group sessions in total from the 
1st – 5th July 2019. Of the 11 adolescents who participated, eight attended all five group 
sessions. Two adolescents attended four sessions due to transport and/or travel reasons, and 
one adolescent attended two sessions as they were away on holidays at the beginning of the 
week.  
 The camp took place outside of the clinic setting at an Institute of Technology in Kerry. 
Therapy sessions were conducted in a dance studio that was assigned to the researcher by the 




created a sense of predictability and security for the participants. The researcher provided pages 
and pens for song writing and lyric analysis activities.  
 
Figure 4.4.2   










 4.4.5.2 Equipment/Material for Sessions. The following equipment, instruments, and 
materials were used in the group therapy sessions: 
 
• Electronic keyboard.  
• Acoustic guitar.  
• Untuned/unpitched percussion instruments: bongo drums; darbukas; floor drums; 
cajon; ocean drum; djembe; cabasa; rain stick; shakers.  
• Tuned/Pitched percussion instruments: xylophone; singing bowl; triangle; chime bars.  
• A portable speaker.  
 
 4.4.5.3. The Music Therapy Intervention. The music therapy intervention was carried 
out in accordance with the guidelines of the Irish Association of Creative Arts Therapists 
(2013) by a trained music therapist (i.e. the researcher), who has undergone a two-year Master 
of Arts in music therapy at the University of Limerick. Group sessions lasted approximately 
90 minutes and goals for the intervention were focused on offering opportunities:  
 
i. To discuss feelings in relation to experiences of stammering 
ii. To listen to others’ musical and verbal contributions 
iii. To gain insight into social strengths 
iv. To reduce anxiety associated with stammering  
v. To utilise the opportunity to practise different ways of being with peers 
 
 A client-centred, humanistic model was adopted and based on the participants’ ages, 




to music therapy, and the focus is on the who rather than the what of client needs. Furthermore, 
from this standpoint, clients have agency, or “the capacity, condition, or state of acting or of 
exerting power” (Webster’s Ninth New Collegiate Dictionary, 1990, as cited in Abrams, 2015). 
Consequently, the adolescents chose the focus of each session as well as the layout of the 
therapy space; the adolescents placed floor mats in a closed circle around the instruments. 
Sessions comprised active and receptive types of music experiences: 
 
• Receptive (music listening) 
• Re-creative (singing and/or playing pre-composed songs) 
• Improvisation (on instruments) 
• Composition (improvised songs) 
 
 In the first music therapy session, the adolescents and researcher/therapist worked 
together to establish a group contract (see Figure 4.4.3) around respect, listening and 
confidentiality. This set of responsibilities provided structure and safety, and set limits on 











Figure 4.4.3  
Music Therapy Group Contract  
 
 
 Each music therapy group session started with a greeting and informal conversation 
until all participants made their way to the dance studio. After a brief welcome and summary 
of the aims of the music therapy group, the researcher asked adolescents to select which music-
based activity they wanted to participate in during that session. These activities included 
writing songs, singing familiar songs, free play (improvisation) on percussion instruments or 
listening to known songs followed by lyric analysis. The group closed with a music and verbal 




 The music mainly consisted of preferred music in the form of rock, rap and pop artists 
and songs (e.g. Avenged Sevenfold, Billie Eilish, David Guetta, Eminem). In addition, the 
intervention included improvised songs and instrument playing. The therapist accompanied 
songs and music on keyboard and the group were provided with a selection of instruments.  
  
 4.4.5.4 Challenges. Given the rapid pace of development and change that occurs during 
the adolescent years, older adolescents are typically quite different from their younger peers in 
many ways (Haen & Boyd Webb, 2019). In this phase of the study, the ages of the adolescents 
ranged from 10 to 17 years. This was challenging for the researcher/therapist in terms of 
structuring and facilitating the session in a way that was appropriate for all ages and 
development stages.  
 Furthermore, the large group size was challenging at times, particularly when 
adolescents tested the group’s boundaries. It was difficult for the therapist/researcher to provide 
space and manage the adolescents without letting them direct the session. During these 






 4.4.5.5. Measuring Instruments. The Overall Assessment of the Speaker’s Experience 
of Stuttering (OASES; Yaruss, Coleman, & Quesal, 2010) assessment tool was used to explore 
treatment outcomes. This measuring instrument was selected as it documents stammering from 
the perspective of the individual and considers the entire disorder i.e. affective, behavioural 
and cognitive domains (Yaruss & Quesal, 2004). The OASES was administered in English by 
a speech and language therapist, who was not the researcher. This is a survey-type 
questionnaire with ratings along a five-point scale. Each seeks cognitive, affective, and 
behavioural information from: general information, reactions to stammering, communication 
in daily situations, and quality of life.  To assess change in communication, cognitive and 
affective components, participants completed the OASES (OASES-S [ages 7 – 12], OASES-T 
[ages 13-17]) before and after their participation. Overall impact scores were calculated for 
each participant, as well as scores for each subsection (Section I – General Information; Section 
II – Your Reactions to Stuttering; Section III – Communication in Daily Situations; Section IV 
– Quality of Life).  
 
4.4.6 Ethical Considerations  
 All parents/primary caregivers and adolescents provided written consent. The therapist 
provided a verbal overview of the aims of the study at the start of the first music therapy 
session. The confidential nature of the music therapy sessions was also highlighted to the 
adolescents, and it was explained that any sensitive or identifying information would not be 





4.4.7 Data Analysis  
 Before analysing phase 2 pre-test and post-test data, the researcher consulted the 
University’s statistician and attended a ‘Statistics for Researchers’ two-day course to clarify 
how data should be analysed appropriately. The data set was investigated graphically and by 
means of descriptive statistics using the Statistical Package for the Social Sciences (SPSS) 
(IBM, 2017). Data sets were created for the participants’ test scores and entered manually into 
SPSS. An independent statistician reviewed the data set which added to their validity.  
 The participant sample for the statistical analysis was relatively small with n = 6. 
Normality of the distribution of scores for the participants was assessed for total experience of 
stammering (Total OASES score pre music therapy intervention). The output from the 
assumption of normality testing is detailed in the appendices (see Appendix 11).  
 The Wilcoxon signed ranks test was applied to the data. This is used when participants 
are measured under two different conditions, or on two occasions. According to Pallant (2010), 
this is the non-parametric alternative to the repeated measures t-test, however instead of 
comparing means, the Wilcoxon signed ranks test converts scores to ranks and compares them 
at Time 1 and at Time 2. This was applied to pre-OASES and post-OASES results.  
 
4.4.8 Measures of Rigor and Quality  
 Internal validity is the quality of a design such that the results can be attributed to the 
manipulation of the independent variable. True experiments possess a high degree of internal 
validity because the use of randomization and manipulation enables the researcher to rule out 
most alternative explanations for the findings (Salkind, 2011). The current study design did not 





 Campbell, Stanley and Gage’s (1963) eight threats to internal validity framework was 
used when considering measures of rigor and quality in phase 2 (see Table 4.4.2). The eight 
threats to internal validity are described below:   
1. Selection: Selection comprises biases resulting from differences between groups and is one 
of the most problematic threats to internal validity. When participants are not assigned 
randomly to groups, there is the possibility that the groups are not equivalent. If the groups are 
not equivalent, changes in outcomes may result from initial differences rather than from the 
effect of the independent variable (Polit & Beck, 2017). In the current study, this threat was 
eliminated as the adolescent participants were tested against themselves.  
2. Selection by maturation interaction: This is where the selection threat to validity can also 
interact with other threats. A selection-maturation threat may occur if two groups mature 
differently. In the current study, adolescent participants were measured against themselves.  
3. Regression effects: Placement on either a very high or very low score will result in scores 
that regress toward the mean on subsequent testing (Salkind, 2011). Adolescent participants in 
the current study were not selected based on extreme scores.  
4. Mortality: During research studies, participants often drop out. The term mortality is used to 
refer to this attrition of participants. In the current phase, participants did not drop out which 
eliminates this threat.  
5. Maturation: The threat of maturation refers to processes happening within participants 
during the course of the research as a result of the passage of time rather than as an outcome of 
the independent variable. Polit and Beck (2017) report that a one-group pretest-posttest design 
is highly susceptible to this threat. To manage this threat in the current study, there was a short 




6. History: This threat refers to the occurrence of outside events that happen concurrently with 
the independent variable and that can affect the outcomes (Polit & Beck, 2017). To manage 
this threat in the current study, there was a short timeframe between pre-test and post-test i.e. 
one week. 
7. Testing: Testing refers to the effects of taking a pre-test on participant’s performance on a 
post-test (Polit & Beck, 2017). To manage this threat to internal validity, the OASES was used.  
8. Instrumentation: A variety of instruments and measures are used by researchers to explore 
the phenomenon of interest. When the scoring of an instrument is affected, any change in 
participant scores might be caused by the scoring protocol, rather than the effects of the 
treatment (Salkind, 2011). There was no change in the administration of the OASES in the 







Threats to Internal Validity 
Threat Description Management  
Selection Treatment and no-treatment groups were different before the 
treatment was administered.  
The threat of selection was eliminated because 




Treatment and no-treatment groups were predisposed to grow apart.  The threat of selection by maturation was eliminated 
because participants were tested against themselves.  
Regression 
effects 
If participants are chosen because their pre-test scores were extreme, 
those extreme scores may be affected by random measurement error. 
Their post-test scores will probably be affected by random error to a 
more normal – lesser – extent and thus will tend to be more normal.  
Participants were not selected based on extreme 
scores.  
Mortality  Differences in conditions are due to participants dropping out of the 
study. 
Participants did not drop out. 
Maturation Apparent treatment effects are due to natural, physiological changes, 
such as growth and development. 
To manage the threat of maturation, Mitchell and 
Jolley (2010) suggest minimizing the time between 
pre-test and post-test. In the current phase, the time 
between pre-test and post-test was one week.  
History  Things other than the treatment have changed in the participants’ 
environments. 
To manage the threat of maturation, Mitchell and 
Jolley (2010) suggest minimizing the time between 
pre-test and post-test. In the current phase, the time 
between pre-test and post-test was one week. 
Testing  The practice and experience of taking the pre-test changed the 
participants. 
To manage the threat of testing, norm-referenced 
stammering assessments were used.  
Instrumentation The way the researcher measured participants changed from pre-test 
to post-test.  





4.5 Phase 3: Follow-up Participant Interviews 
 
4.5.1 Aim(s) of the phase 
 The third and final phase of this study was carried out with adolescents who stammer 
who took part in the music therapy intervention outlined in the previous chapter, Phase 2: 
Music Therapy Intervention. The main purpose of this phase was to capture the adolescents’ 
process and experience of music therapy group sessions. A second aim of this phase was to 
investigate participant perceptions of how music therapy, and/or the way of presenting this 
intervention to other adolescents, may be improved. 
 
4.5.2 Research Question(s) 
What are the adolescents’ experiences of group music therapy?  
 
4.5.3 Description of the Method  
 Given its focus on the depth and detail of lived experience, Interpretative 
Phenomenological Analysis (IPA) was chosen as a suitable method for this phase of the study 
(Smith, Flowers, & Larkin, 2009). This approach aims to obtain an insider perspective through 
Phase 1: Individual and 
therapist experiences of 
music and music therapy
Phase 2: Music therapy 
intervention with 
adolescents who stammer 





“intense interpretative engagement with personal verbal material obtained from the participant” 
(Smith et al., 2009, p. 186). IPA regards individuals as the experiential experts who can offer 
an understanding of the feelings and thoughts through telling their own stories, in their own 
words (Reid, Flowers, & Larkin, 2005; Smith et al., 2009). In the current study, IPA facilitated 
the description and understanding of the adolescents’ experiences of music therapy. 
 To understand how adolescents experienced group music therapy sessions, semi-
structured interviews were carried out after the intervention. A final year Master of Arts in 
Music Therapy student conducted these interviews. All interviews took place in person; two 
interviews were held in the participants’ primary care clinic, and two in the participants’ home 
between October - December 2019.  
 The preparation for these interviews was as follows: first, the findings from the 
literature review and the data from the assessments identified the areas to be explored in more 
detail. The second step involved formulating possible interview topics that would cover the 
areas identified for investigation. From there, a topic guide was developed to elicit discussion 
about the participants’ experience of group music therapy intervention.  
 Open-ended questions were included in the interview guide about each adolescent’s 
experience in group music therapy. The schedule of questions was formulated according to 
guidelines recommended for an Interpretative Phenomenological Analysis (IPA) (Smith et al., 
2009) research design i.e. combinations of question-types were used to ensure that the 
adolescents’ interpretations and the experiences were described in detail. The following types 
of questions were used.  
 




Descriptive, e.g. What was it like to make music in a group with other teenagers who 
stammer? Can you describe a moment in the group that stands out for you?  
Evaluative, e.g. What did it feel like to bring your own music to the group? What did 
you take away from music therapy?  
 
 The interviews were carried out according to protocols described for IPA (Smith et al., 
2009). Each interview began with some general conversation to establish rapport and to ensure 
that the adolescent understood the focus of the research and process. Following general 
conversation, the research assistant, a final year Master of Arts in Music Therapy student, asked 
about the adolescent’s overall participation in the camp, something that she/he could talk about 
at some length. Questions about making music with other teenagers who stammer and 
significant moments in the group were placed later in the schedule on Smith et al.’s (2009) 
suggestion that these things are easier to talk about after the less abstract topics at the start of 
the interview. The research assistant followed the adolescent’s lead and encouraged them to 
explain and reflect on their experiences.  
 Adolescents were informed that the interview would be audio-recorded. A Zoom H1 
portable digital recorder was used to record interviews. Adolescents were informed that the 
interview could last a half hour to one hour and most interviews were completed in twenty 
minutes.  
 
4.5.4 Participants and Recruitment Procedure 
 Participants were purposively sampled from a group of adolescents who had 
participated in the music therapy intervention. They were selected “on the basis that they can 




p. 49). The speech and language therapy manager, who knew participants and their parents 
well, acted as gatekeeper. The manager circulated information sheets and consent forms (see 
Appendix 12) to the eleven adolescents who took part in group music therapy sessions.  
 Four participants and their parents returned consent forms and took part in this phase 
of the study. As the primary concern of IPA is a detailed account of individual experience 
(Smith et al., 2009), this small sample size was considered appropriate and valid.  
 
4.5.5 Ethical Considerations  
 As interviews have the potential to cause harm to participants by bringing up potentially 
painful memories that an individual may not want to discuss (Corbin & Morse, 2003), ethical 
procedures were necessary. This is especially true when dealing with young people who may 
be experiencing difficulties due to stammering. The researcher acknowledged this issue and set 
up safeguards to deal with such situations and to minimise the risk to the adolescent 
participants. Such measures included informed assent and confidentiality, data protection and 
security of information.  
 Informed assent: All adolescents were provided with verbal and written information on 
the study and asked to sign an assent form. Furthermore, parents/guardians were asked to 
complete a consent form. At the beginning of every data collection, the research assistant 
explained the nature of the research using clear language. Adolescents were reminded of their 
right to leave the interview at any time and withdraw their consent without reason.   
 Confidentiality and data protection: The only personal data obtained were names on 
the assent forms and parent contact details. All hard copy data has been kept confidential and 




Dance building. Audio recordings were kept private, secure and confidential on a password 
protected laptop.  
 
4.5.6 Data Analysis  
 IPA, as described by Smith et al. (2009), was used to analyse data in this phase of the 
study.  
 
 4.5.6.1. What is IPA? With origins in psychology, IPA is a qualitative research 
approach dedicated to the examination of how individuals understand and make sense of 
experiences. This approach is phenomenological; it is concerned with investigating experience 
in its own terms (Smith et al., 2009). IPA emerged from phenomenology and is influenced by 
philosophies and work of Husserl, Heidegger, Merleau, Ponty and Gadamer. It is informed by 
three areas: phenomenology, hermeneutics and ideography (Smith et al., 2009).  
 
 4.5.6.2. Use of IPA in Previous Studies. Studies using IPA span a wide range of topics  
including aspects of therapeutic intervention dealing with issues that are life transforming, 
along with identity “in all its guises, manifestations and complexities” (Smith, 2004, p. 49). 
IPA has been used when examining the experience of stammering in the work setting (Bricker-
Katz, Lincoln, & Cumming, 2013). Bricker-Katz and colleagues (2013) identified four themes 
relating to the work life experiences of adults who stammer. In their paper, they describe three 
key components of IPA: the common experience shared by participants at the core of the 
research; the description of the lived experience and its interpretation by both the person at the 
centre of the experience and the researcher; and finally idiography, understanding both the 




 Plexico and Burrus (2012) explored the coping strategies of parents of children who 
stammer using IPA. This allowed for a rich description to emerge detailing the “what and how” 
of coping.  
 These studies highlight the application of IPA to explore the experience of individuals 
who stammer. Although not specifically related to the current study, these findings provide an 
important theoretical and methodological backdrop for research for individuals who stammer. 
What these studies share is the light they shed on the experiences of individuals who stammer.  
 
 4.5.6.3. Rationale for Use in this Study. The appeal of IPA in the current phase is that 
experience was a major part of group music therapy sessions. From the researcher’s facilitation 
style and techniques, to the adolescents’ unique needs and process, the therapy experience was 
inherently subjective. Bush, Harris and Parker (2016) note how IPA clearly recognises the use 
of subjective experience as data. IPA is suitable for studies which seek to examine the novelty 
or “uniqueness of a person’s experiences, how experiences are made meaningful and how these 
meanings manifest themselves within the context of the person both as an individual and in 
their many cultural roles” (Shaw, 2001, p. 48).  
 Because IPA is concerned with hearing the voice of participants (Noon, 2018), the 
researcher believed that it was a useful approach for researching adolescents who stammer; a 
group who are under researched, and whose voices may go unheard.  
 
 4.5.6.4. How the Analysis was Carried Out.  Each audio recording was transcribed 
verbatim by the principal researcher and research assistant. The inductive and iterative cycles 
described by Smith, Flowers and Larkin (2009) were central to analysing the transcripts (see 




1. A line-by-line review of the interview transcript to identify the group music therapy 
experiences described by the adolescents.  
2. After re-listening to the audio recordings and several readings of the transcript, the 
researchers identified and labelled individual themes specific to each adolescent.  
3. When individual themes had been identified, the researchers compared the themes 
between adolescents. A common theme across the adolescents was referred to as a 
superordinate theme.  
4. Superordinate themes comprised repeated patterns of similar content and/or feelings 
expressed by the adolescents to their experience of group music therapy.  
5. Subthemes or subordinate themes were identified under superordinate themes. For 
example, one superordinate theme that emerged across all adolescents was 
“Motivations for attending music therapy.” This was a comprehensive theme that all 
adolescents expressed, however, there were several different reasons for attending 
within the adolescents, for some they simply wanted to try it out while others had a love 
or interest in music.  
6. Analysis involved the researchers to reflect on the complete interview, the themes that 
emerged and assigning meaning to these themes supported by quotes made by the 
adolescents.   
7. The researchers included their interpretations of the themes and further modified the 
superordinate and subordinate themes.  
8. Finally, the researchers offered their interpretation of the themes to enhance meaning 
derived from the adolescent experiences. Analysis moved from the descriptive thematic 
level to the conceptual level and the research provides findings based on the 





 The principal researcher and research assistant established themes for individual 
participants. These individual themes were then validated, and agreement was reached through 
discussion between the two researchers. Superordinate themes were established through further 
reading of the interview transcripts and grouping of similar information and feelings by both 
researchers and agreement was reached again (Bricker-Katz, Lincoln, & Cumming, 2013).  
 
 4.5.6.5. Limitations of IPA. In IPA research, “fewer participants examined at a greater 
depth is always preferable to a broader, shallow and simply descriptive analysis of many 
individuals” (Hefferon & Gil-Rodriguez, 2011, p. 756). Small sample sizes, however, raise 
questions around transferability of study findings and generalisability and therefore may be 
considered a limitation.  
 Furthermore, an assumption of IPA is that language provides participants with the tools 
to describe their experiences. An approach based on language may not be appropriate in studies 
with participants who have speech, language or communication needs, for participants whose 
first language is not English, or when exploring the lived experience of children (Noon, 2018).  
   
4.5.7. Measures of Rigour and Quality 
 In addition to bracketing (see 4.2.7.1), several measures were put in place to adhere to 
ethical principles, given the nature of participants e.g. presence of a parent/primary caregiver, 
choice of familiar venue.  
 To reduce the likelihood of the principal researcher influencing the adolescents’ 
responses, a research assistant carried out the semi-structured interviews. This helped to 
maintain therapeutic boundaries, as the principal researcher was also the music therapist who 




assistant provided the adolescents with freedom to make negative statements, which they might 
not have felt able to do if interviewed by the principal researcher.  
 Furthermore, investigator triangulation was used to increase the credibility of the 
interview findings. Incorporating multiple investigators reduced the likelihood that one 
person’s biases would guide the development of themes and therefore enhanced the validity 
(Denzin, 2012).  
 
4.5.8 Summary 
 This chapter outlined the research phases, both qualitative and quantitative, adopted to 
generate data in this study. Participant recruitment, research tools used, and data analysis have 
been described. Issues relating to reliability and validity have also been discussed. The next 















4.6 Integration of Findings from Phases 1, 2 and 3  
 
 The integration of quantitative and qualitative data is at the center of mixed methods 
research studies. Integration of data sets is an intentional process whereby the researcher brings 
both strands together (Guetterman, Fetters, & Creswell, 2015). This part of mixed methods 
analysis can be carried out using a broad spectrum of techniques and approaches. These are 
used to combine, blend, and ultimately synthesize two or more types of research data together 
(Johnson, Grove, & Clarke, 2019).  
 In the current study, the researcher used triangulation/comparison of data sets to 
integrate the findings. Data were collected and analyzed separately and then combined in the 
final discussion. This technique is well established for integrating data in mixed methods 
















Chapter 5: Phase 1 Results 
5.1 Introduction  
 This chapter presents the findings of phase 1, individual and therapist experiences and 
perceptions of music and music therapy. This was the first of three phases in this project and 
consisted of semi-structured interviews with individuals who stammer, speech and language 
therapists, and music therapists. Contextual information describing the research participants is 
presented, followed by key themes and sub-themes, and finally, a discussion of the findings is 
outlined.  
 
5.2 Study Participants  
 The recruitment strategy of individuals who stammer, speech and language therapists, 
and music therapists is outlined in detail in chapter 4. In brief, purposive sampling was adopted. 
Recruitment of participants took place from July to November 2018. Six clinicians (two speech 
and language therapists, one dual-qualified speech and language therapist and music therapist 
and three music therapists) and three individuals who stammer between the ages of 20 and 35 
years consented to participate. Interviews were conducted face-to-face, via phone and Skype 
according to interviewee preference and location. A summary of participant demographic 








Table 5.2.1  
Demographic Data for Participants   
Participant Information Background  
Individual who stammers (IWS 1) Community musician    
Individual who stammers (IWS 2) Musician  
Individual who stammers (IWS 3) University student 
Dual qualified SLT and psychotherapist (SLT 
1) 
Hospital, primary care, child and adolescent 
mental health, disability, specialist in 
stammering  
SLT (SLT 2) University clinic, school setting  
Dual qualified SLT and MT (SLT/MT) Private practice  
MT (MT 1) Private practice  
MT (MT 2)  Private practice  
Dual qualified MT and psychotherapist (MT 
3) 
Department of psychotherapy  
 
5.3 Themes from Interviews  
 Interviews were analysed using conventional content analysis (Hsieh & Shannon, 
2005). Although the purpose of this phase of the study was to explore experiences of using 
music and music therapy, participants shared their story, including the impact of stammering. 
Individuals who stammer talked about the challenges they had experienced, and clinicians 
referred to clients they work with who struggle with self-esteem, social life and daily activities 
because of their stammer. Four main themes and several sub-themes emerged as significant 





Figure 5.3.1  
Main Themes and Sub-Themes from Interviews  
 
 
 The above themes and sub-themes generated from the interview data are discussed 
below.  
 
Theme 4: The Need for Music Therapy in the Continuum of Support Servies for 
Adolescents who Stammer
Meeting individual needs Recommendations for practice 
Theme 3: Music Therapy and Stammering
Music therapy approach
Music therapy methods and 
techniques
Speech and Language 
Therapy perspectives 
Theme 2: Music in Everyday Life
Importance of music Motivation for using music Effects of music 
Theme 1: Impact of Developmental Stammering




5.3.1 Theme 1: Impact of Developmental Stammering 
 This theme related to the experience of living with developmental stammering. The 
individuals who stammer in this study refer to the negative impact stammering can have on 
mental health, social participation, and identity.  
 
 5.3.1.1 Mental Health. The impact of stammering on mental health was evidenced 
extensively in the interview data. Participants in this study acknowledged the following 
negative effects:  
IWS 1: I was afraid to put myself in a position where I would have to speak and 
engage. I thought of myself as stupid when I was stuttering. You’re just so 
embarrassed all the time. It’s an awful position to be in when you cannot trust 
your own voice.  
SLT 1: I had a guy last week who I’ve only met briefly because he’s not from 
this area, but he comes to some of our groups and he just said to me “I don’t 
know why, I just don’t know why, I’m just really pissed off with it [stutter] now”.  
 Strong negative feelings including fear and embarrassment were acknowledged 
by many of the participants in this study. Furthermore, frustration was linked to speaking 
situations.  
 
 5.3.1.2 Withdrawal. Withdrawal is a theme that surfaced for several participants due 
to communication challenges. Individuals who stammer spoke of choosing to participate in 
activities they did alone, to avoid talking with others and socially isolated themselves. 




IWS 1: I was on my own. I was so worried about my stammer that I put myself 
in a position where I would be doing a hobby on my own so I wouldn’t have to 
talk to anyone. 
IWS 2: My kind of thing was to go into my shell and not be socializing. I’d loads 
of mates and that, but I was still on my own a lot.  
  
 5.3.1.3 Identity. Given the importance of communication in all facets of life including 
school, university, and family and how individuals who stammer are impacted by their 
challenges in communicating, it is not surprising that the theme of identity surfaced from 
analysis of the data. For example, stammering was seen as a central part of the individuals’ 
identities.   
 The influence stammering can have on communicative exchanges in school, university 
and family settings was reported, and the consequences of this on identity.  
SLT/MT: …if you’re dealing with an adolescent, they are becoming more and 
more identified with themselves as someone who stammers and it’s more likely 
to become an ingrained problem.  
SLT 1: Maybe he’s coming up to identity forming around being an adult who 
stutters, somebody who’s going to go into college and work life with the 
stuttering.  
 These sub-themes highlight how the impact of stammering has significant 
consequences for individuals who stammer. Specifically, the negative impact of 





5.3.2 Theme 2: Music in Everyday Life 
 
 5.3.2.1 Importance of Music. The individuals who experienced stammering in this 
study explained how music has always been part of their daily life, and they acknowledged the 
importance of music. Individuals who stammer reported using music for self-expression and 
as a form of communication.  
IWS 1: From then on, I just ate it [music]. It was my everything. It was my way 
of saying what I couldn’t say, and it was my way of expressing myself. 
IWS 2: I would very rarely not do something musical for a few days.  
IWS 3: Although I couldn’t string a sentence together, I could sing like a bird. I 
felt tranquilized when I sang.  
 
 5.3.2.2 Motivation for Using Music. Two primary motivations were shared by music 
therapists working with individuals who stammer. The first motivation identified was the 
interest in, and application of, music therapy with this client group. The clients’ ways of 
interacting and responding through the medium of music is also considered.  
MT 2: There have been, over the years, a couple of clients who have a stammer 
and I’ve always been really intrigued like, oh my goodness, it [music therapy] 
works here, the kinda thing there they [individuals who stutter] can sing fluently.  
 The second motivation was the belief in music therapy for clients who stammer. A 




MT 1: Even though there is very little evidence, very little writing about that 
[music therapy for individuals who stutter], I was certain that language, any sort 
of language disorder, can be treated with music.  
  
 Adolescent motivation for attending a singing group was also highlighted by one music 
therapist:  
MT 2: One day he arrived and got out of the car and you could clearly see that 
his stammer was exacerbated, and I think his mother said to one of the speech 
therapists, “I wasn’t even sure he was going to come tonight, the form is 
dreadful” and yet he kept on coming. 
 
 5.3.2.3 Effects of Music. Individuals who stammer reported that music had 
considerable effects on their communication and confidence. One individual reported how song 
writing in particular helped to gain confidence.  
IWS 1: I firmly believe writing your own music is really important and it can 
give you a silent confidence. 
IWS 2: I certainly found that around the time I was getting good at music was 
around the time I was getting good and confident at speaking. 
 
 Playing an instrument and song writing helped individuals who stammer to decrease 
their levels of anxiety, and all three individuals who stammer stressed the benefits of music for 




IWS 1: I use music very much for anxiety. Music for me is a release. The guitar 
is my security blanket. 
IWS 2: Just, I dunno, music really (in response to “Over the years, what do you 
think has helped you most to manage your stammer?”)  
IWS 3: It [song writing] was a way for me to vent. 
  
5.3.3 Theme 3: Music Therapy and Stammering 
 This theme relates to the use of music therapy with individuals who experience 
stammering, specifically adolescents. The music therapists’ reports tell us about the 
approaches, methods and techniques that are currently being used with this population and the 
observed outcomes.  
 
 5.3.3.1 Music Therapy Approach. Two of the music therapists in the current study 
are Nordoff-Robbins trained, and use improvisational methods primarily when working with 
individuals who stammer.   
MT 3: I would work in a psychotherapeutic way using improvisation. So, I think 
very, very, detailed and layered musical listening is how I work and it’s how I 
worked with Jerry [pseudonym] and absolutely trusting there would be music to 
meet whatever it was. I mean that’s the main thing. With a complete trust, that 






 A client-centered or person-centered approach (Rogers, 2003) was used by the music 
therapists in this study when working with adolescents who experience developmental 
stammering.  
MT 1: The person [client] is the one who chooses the musical style, the musical 
theme or the melody to improvise with.   
SLT/MT: I think it’s whatever they’re [adolescents who stammer] drawn to, so 
I think that’s what I’d be driven by. 
 
 5.3.3.2 Music Therapy Methods and Techniques. While music therapists shared 
similar perspectives about motivations for their clinical practice, the ways in which they 
facilitated music therapy sessions were different between therapy settings. Two of the music 
therapists who work with adolescents reported that spontaneity, fun and humour in creative 
expression were vital to work with adolescents:   
MT 1: I do use a lot of sense of humour in the music as well. 
MT 2: I would have introduced a few fun warm ups and things like that and a bit 
of humour to try as well and I really did find that out in front of them, I had to 
be wackier nearly than in any other choir situation to kind of get that, draw, elicit 
some response...   
 
 Therapists noted that improvisational methods provided clients with an opportunity to 
explore fluency using their voice and through instrumental play.   
SLT/MT: …expanding the concept of what it is to be a fluent speaker, and 




like fluent versus non-fluent and actually exploring what it means to be fluent 
but also what fluency feels like and sounds like.   
MT 1: So, in music, more, you provide experience of not stopping so the person 
feels the fluency, but you also provide the experience of building the phrase. So, 
when you build a phrase, I provide the improvisation. 
 
 
 Improvisation and instrumental play are also used to facilitate emotional expression and 
to explore feelings.   
SLT/MT: …if I’m looking at the emotional side of it, or looking at the, you know 
like, in relation to stammering, looking at the things below the surface”.   
IWS 1: Not playing the guitar affects my mood hugely. It’s a grounding thing 
for me. If I’m upset or anxious or sad, that’s what I go for.  
  
 Individuals who stammer in this study used song writing as a tool or avenue to project 
their feelings and confront difficulties within their intrapersonal experiences.   
IWS 1: For me, song writing, music, singing, music making made me the person 
I am today. I couldn’t and still can’t trust my speaking voice, but I can trust my 
singing voice. Music was and is the way I communicate. I will sing to you about 




IWS 2: Yeah I have done so (song writing), like, I guess the music I make up is 
kind of like stammering in that you’re taking pieces and you’re repeating it and 
putting in a stammer where there was none before essentially.  
IWS 3: Weeks went by and I had begun to conduct my own song writing sessions 
with my stammer. I had written many different songs and lyrics. I found it to be 
comforting and felt like it calmed me and brought back some expression into my 
life. Through song writing, I was able to assess and illustrate my feelings.  
 Music therapists refer to singing songs, listening to songs and repertoire when working 
with clients who stammer:   
MT 1: …they [individuals who stammer] choose their favourite songs and we 
sing the song the way it is. When working with their favourite song, you can 
provide experience of being in touch with the affective part of the message of 
the song. 
MT 2: We chose Elvis because Elvis had a stammer. We chose Wonderwall 
because one of Oasis, one of the Gallagher brothers has a stammer. That was 
initially why we chose a couple of them.   
 
 5.3.3.3 Speech and Language Therapist Perspectives. In order to provide music 
therapy intervention to adolescents who experience stammering, it is important to consider 
speech and language therapist perceptions of music therapy so that it can be appropriately 
integrated into the continuum of support services. Several of the speech and language therapists 




SLT 1: No, I mean I don’t know anybody who’s had music therapy. I mean, you 
know, when I trained which is not today or yesterday, there was melodic 
intonation therapy you know for aphasics and stuff.   
SLT 2: I don’t have any formal experience with it [music therapy], but I have 
used music during therapy sessions.  
 
 However, use of music in speech and language therapy sessions was reported, as well 
as an awareness of the potential of using music-based interventions with individuals who 
experience developmental stammering:   
SLT 1: Quite often, in telling the story, sometimes, younger people will mention 
some song that they identify with, or, and sometimes, you know, because if you 
look at the websites and that you’ll see actors and famous people who stutter like 
Emily Blunt.   
SLT 1: I could see how it [music therapy] would really have a benefit. Yeah, and 
I could see how because I have heard particularly the younger adults in the adult 
therapy talk about how, you know, there was some song that they had loved and 
there was a lyric in it and, you know, that they really like...  
SLT 2: We have used music in therapy, and we do use it occasionally during 
mindfulness activities. Many of our clients listen to and appreciate music, so we 





5.3.4 Theme 4: Recommendations for Music Therapy in the Continuum of Interventions 
for Adolescents who Stammer  
 
 5.3.4.1 Meeting Individual Needs. Therapists indicated that music and music therapy 
interventions can provide a unique and additional modality to meet the individual needs of 
individuals who experience stammering.   
MT 3: I think the emotional side is such a huge component and it’s undervalued, 
that component and the problem, the problem, I think music is essential actually. 
Music therapy should be provided before speech and language therapy. I think 
that is the foundational way of working with sound and it goes back to the earlier 
developmental stuff. You don’t even have to think about it, it just happens that 
way.   
  
 The clinicians in this study noted that music therapy can provide support through direct 
collaboration between therapists (speech and language therapists and music therapists) or 
through reinforcing goals worked on in each therapy.   
SLT 2: We have used music in therapy, and we do use it occasionally during 
mindfulness activities. Many of our clients listen to and appreciate music, so we 
have talked to them about how they use music to relax or do schoolwork.  
MT 1: I try to go together with the speech therapist. We work towards building 





 5.3.4.2 Recommendations for Practice. Participants reported that group work for 
adolescents who stammer provided an opportunity for peer support which reduced feelings of 
isolation.   
IWS 3:  I was stunned, but yet, relieved that there was someone else like me out 
there. Since this day, we speak about our stammers openly.   
SLT 1: …we could start seeing children in groups and that would be seen as 
really important… just because it’s important, I think, for them [adolescents who 
stammer] to realize they’re not the only person who stutters and they would all 
talk about that, that it’s amazing when they go to group and they discover they’re 
not the only people who stutters.   
 Whilst recognizing client needs, therapists also understood that the different types of 
formats (group/individual) used in the management of stammering may not be appropriate for 
some individuals and vice versa.   
SLT 2: I believe it is a balance of both [individual and/or group format] and 
probably not an “or” option but an “and” balance. There is a strong desire to be 
social, so the group support format can help to create bonds and help support 
common struggles and thoughts. Then, for some, the group format is 
overwhelming, for they are afraid to talk in a group, but the one-on-one might 
feel safer. 
 
 Participants in this study highlighted the need for collaboration between, or a 




SLT/MT: I think you would need to have a speech and language therapist 
alongside it because I think if you’re dealing with a child say who is an 
adolescent, they are becoming more and more identified with themselves as 
someone who stammers and it’s more likely to become an ingrained problem so 
you would need to be working with a speech and language therapist around it.  
IWS 1: Music to me is the most important thing. I think absolutely music needs 
to be there but I’m of the opinion that speech therapy equally needs to be there, 
it needs to be a combination of the two for me anyway...  
 
5.4 Limitations  
 Of the three individuals who stammer in this phase, two are musicians which may have 
influenced the outcomes. Furthermore, as the individuals who stammer are adults, their reports 
are a retrospective account of their adolescent music experiences.  
 Findings of this phase are specific to the individuals who participated and thus are not 
generalisable to the wider population of individuals who stammer.   
  
5.5 Summary  
 The participants in this study perceived music and music therapy to benefit individuals 
who experience stammering, particularly within the context of mental health. There was 
general agreement that song writing, improvisation and song singing are useful when working 
with adolescents who experience developmental stammering. Furthermore, clinicians 




 The results from this phase of the study were used to inform and plan the music therapy 

















Chapter 6: Phase 2 Results 
6.1 Introduction 
 This chapter reports the analysis from the Overall Assessment of the Speaker’s 
Experience of Stuttering (OASES) completed by six adolescents who stammer before and after 
music therapy intervention.   
 
6.2 Research Aim and Questions  
 The aim of this phase was to examine the effectiveness of a designed music therapy 
intervention in relation to attitudes toward communication in adolescents who stammer. The 
primary research question for this phase of the study was:  
• Does participation in group music therapy result in communicative, cognitive, and/or 
affective changes in adolescents who experience developmental stammering?  
  
 A number of sub questions were also explored to answer the research question:  
• Is there a difference between pre- and post-music therapy intervention subtest scores 
on the Overall Assessment of Speaker’s Experience of Stuttering (OASES) for 
adolescents who stammer that attend music therapy intervention?  
• Is there a difference between pre- and post-music therapy intervention overall impact 
rating scores on the OASES for adolescents who stammer that attend music therapy 
intervention?  
6.3 Descriptive Results  
 Participants were 3 adolescent males and 3 adolescent females who stammer (M = 12.2 




10 – 12 years old and two of the participants were between the ages of 13 – 17 years old. The 
adolescents self-referred to group music therapy intervention. All participants had previously 
received a formal diagnosis of stammering by a qualified speech and language therapist. In 
addition, parents of all adolescents reported that their child presents with stammering. No 
participant had attended music therapy previously.  
  
6.4 Recruitment   
 Eleven adolescents who stammer attended group music therapy sessions. Six 
adolescents completed the pre- and post-OASES tests.  Even with phone and email follow-up 
from the gatekeeper (speech and language therapy manager), five participants did not return 
post-assessment data.  
 
6.5 The Overall Assessment of the Speaker’s Experience of Stuttering   
 The OASES for school aged children (OASES-S) (Ages 7-12) and teenagers (OASES-
T) (Ages 13-17) are validated questionnaires based on the World Health Organization’s 
International Classification of Functioning, Disability, and Health (World Health Organization, 
2001). The assessment is divided into four sections: (i) general perspectives about stuttering, 
(ii) affective, behavioural, and cognitive reactions to stammering, (iii) functional 
communication difficulties and (iv) impact of stammering on the speaker’s quality of life. 
Overall, the various sections provide the therapist with information about how much 
stammering interferes with the individual’s communication, sense of confidence, relationships, 
and well-being (Manning, 2010).  
 The individual answers items using a Likert-type scale from 1-5, and the scores are then 




sections and overall, the points are divided by the number of items answered, resulting in 
impact scores. Impact ratings across five levels of severity are then determined based on the 
impact scores: Impact scores between 1.00 and 1.49 refer to mild stammering, scores of 1.50 
and 2.25 refer to mild-to-moderate stammering, 2.25-2.99 to moderate, 3.00-3.75 to moderate-
to-severe and 3.75-5 to severe stammering. The OASES was used to assess the adolescent’s 























6.5.1 Section I: General Information Subtest  
 The first subtest relates to the speaker’s perception of their fluency, naturalness of 
speech, their knowledge about stammering, and therapies and/or self-help groups. The results 
of the Wilcoxon Signed Rank test indicated that there was a statistically significant difference 
in general information scores on the OASES pre- and post-music therapy intervention, p = .028 
(Appendix 14).  
 
Figure 6.5.1  




Saoirse Ann Olive Neil Frank Mike
Pre-test 3.6 3.53 3 3.15 2.92 2.53














6.5.2 Section II: Your Reactions to Stuttering Subtest 
 The second subtest, Your Reactions to Stuttering, assesses the speaker’s affective, 
behavioural, and cognitive reactions to stammering. Questions included: “How often do you 
feel physical tension in your muscles when you stutter?” and “When you think about your 
stuttering, how often do you feel ashamed or embarrassed (like there is something wrong with 
you or like others are judging you because of your speech)?” The results of the Wilcoxon 
Signed Rank test for this subtest indicated that there was no statistically significant difference 
in scores pre and post music therapy intervention, p=.116 (Appendix 15).  
 
Figure 6.5.2  
OASES Reactions to Stuttering Subtest  
 
Saoirse Ann Olive Neil Frank Mike
Pretest 3.56 3.7 2.75 2.4 3.48 2.56














6.5.3 Section III: Communication in Daily Situations  
 The Communication in Daily Situations subtest assesses the speaker’s degree of 
difficulty when communicating in various situations and settings (i.e. home, school, in social 
activities like sports teams or parties). The results of the Wilcoxon Signed Rank test for 
communication in daily situations indicated that there was a statistically significant difference 








Saoirse Ann Olive Neil Frank Mike
Pretest 3.07 2.73 2.6 2.8 2.75 2.89













6.5.4 Section IV: Quality of Life  
 The fourth subtest, Quality of Life, relates to how stammering is perceived to limit the 
speaker’s ability to communicate, participate in life, form and maintain relationships, and 
overall sense of well-being. Questions included: “Overall, how negative is your life affected by 
how you react to stuttering (e.g. your own feelings and thoughts about stuttering)?”, “How 
much do you think stuttering will interfere with your ability to get a job?” and “How much does 
stuttering interfere with your overall energy and excitement for life?” The results of the 
Wilcoxon Signed Rank test for quality of life indicated that there was a statistically significant 
difference in perception of quality of life, p=.026 (Appendix 17).  
  
Figure 6.5.4  
OASES Quality of Life Subtest  
 
 
Saoirse Ann Olive Neil Frank Mike
Pretest 3.2 1.6 1.6 1.5 3.47 2.4














6.5.5 OASES Overall Impact Score 
 The results in Table 6.5.1 indicate that all six adolescents perceived stammering to have 
a negative impact on their lives. However, the impact is not uniform as evidenced by the range 
of pre- and post-therapy individual impact scores. The average pre-test OASES score was 2.8 
(range = 2.51 – 3.39) which corresponds to a moderate impact of stammering on daily life. The 
average post-test OASES score was 2.1 (range = 1.6 – 2.90) which corresponds to a mild-
moderate impact of stammering on daily life. Before the music therapy intervention, three 
participants had particularly high impact scores (Ann = 3.07, Frank = 3.19 and Saoirse = 3.39 
respectively) indicating a moderate/severe impact. On the post-test, all three participants have 
results within the mild-moderate and moderate range.  
 
Table 6.5.1  
OASES Overall Impact of Stuttering  
Participant  Saoirse Ann Olive Neil Frank Mike 
Pre test Mod-
Severe 
Mod-Severe Moderate  Moderate Mod-
Severe 
Moderate  
Post test Moderate  Mild/Moderate Mild/Moderate  Mild/Moderate Moderate  Moderate 
 
 The difference between participants’ overall impact score from before to after music 
therapy intervention are shown in Figure 6.5.5. This chart shows that all six participants have 
lower scores on the post-test result signifying a reduction in severity of feelings and thoughts 






Figure 6.5.5  




 A Wilcoxon Signed Rank test demonstrated a statistically significant difference in 
overall impact scores on the OASES between the pre-music therapy intervention assessment 




 The results of the Wilcoxon Signed Rank tests indicated a statistically significant 
difference in the assessment results across two time points for overall impact scores of the 
OASES. However, for one subtest (Section II: Reactions to Stuttering) the results were not 
Saoirse Ann Olive Neil Frank Mike
Pre Overall 3.39 3.07 2.58 2.51 3.19 2.59














significant, and the null hypothesis could not be rejected. In this particular subtest, two of the 
older adolescents’ post-test scores were higher than their pre-test scores indicating a greater 
degree of negative impact. These subtest results suggest that the older adolescents in this study 
experienced a greater concern about stammering and reactions to their speaking after the music 
therapy intervention. A possible explanation for this is that adolescents who continue to 
stammer, over time, experience an increase in negativity regarding their speaking ability.  
 Overall, the results from the statistical analysis demonstrate positive changes from the 
music therapy intervention in terms of attitudes and behaviours. However, the question remains 
as to what components of the music therapy intervention participants found beneficial and what 
was their experience of participating. In chapter 7, the focus shifts to exploring the participants’ 














Chapter 7: Phase 3 Results 
 
7.1 Introduction  
 This chapter presents the findings of Phase 3. Individual semi-structured interviews 
were conducted with four adolescents who stammer and who participated in group music 
therapy sessions (Phase 2). The aim of these interviews was to explore the adolescents’ 
experience of participation in group music therapy sessions.  
 
7.2 Study Participants  
 Four adolescents assented to take part (two boys, two girls, M = 12.5, range = 11.3 – 
15.2 years), with parental consent. Participants presented with an overt stammer of varying 
severity and self-rated the overall impact of stammering as moderate to moderate/severe on the 
Overall Assessment of the Speaker’s Experience of Stuttering- School Age (OASES-S), 
















Gender  Adolescent’s Age Interview 
Duration 
(minutes) 
P1 Neil M 11 years 10 months  13  
P2 Frank M 15 years 2 months  11 
P3 Ann  F 12 years 3 months  18  
P4  Saoirse  F 11 years 3 months  9  
 
 All interviews were held at a time and place convenient for the adolescent; two of the 
interviews were held in the adolescent’s home; two of the interviews (P1 and P2) took place in 
the adolescent’s primary care clinic. All interviews were recorded using a Zoom H1 portable 
digital recorder and transcribed after each interview. Repeated words and interjections for 
example em, like, have not been removed from the interview transcripts as they are testimonial 
to the dysfluency experienced by the adolescents (Ryan, 2018). Identifying information such 
as name and specific locations have been removed.  
 The data was analysed using Interpretative Phenomenological Analysis (IPA), based 
on methods outlined by Smith, Flowers, and Larkin (2009). This involved immersion in the 





7.3 Themes  
 IPA of the interviews from the four participants revealed six superordinate themes, as 
outlined in the Figure 7.3.1. Several of the superordinate themes have subordinate themes 
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7.3.1 Theme 1: Motivations for Attending Music Therapy   
 The four adolescents interviewed in this phase had not previously heard of, or attended, 
music therapy for their stammer.  
Research Assistant: Had you heard about music therapy before? Did you have 
any idea of what it was, or did you think, oh that sounds cool, or what exactly is 
that?  
Neil: Well, I didn’t know what it [music therapy] was  
 
Research Assistant: Ok, so, had you heard about or attended music therapy 
before?  
Frank: No, not before this  
 
Research Assistant: Did you hear about it [music therapy] before you joined the 
camp or when you signed up for the camp?  
Ann: Em, my mom had told me beforehand but I kind of had an idea what it was 
before anyone, like, told me, like  
Research Assistant: Yeah, so around the time of the camp was the first time you 
heard about music therapy?  
Ann: Em, pretty much yeah  
 
Research Assistant: So, had you ever heard about or gone to music therapy 




Saoirse: Mmm, no  
 
 7.3.1.1 Try it Out  
 The music therapy group sessions were optional for adolescents attending the camp. 
The adolescents participated in group music therapy sessions “to try it out”, had a specific 
interest in music, and/or had a personal need.  
 One participant, Neil, reported that he “just wanted to try it [music therapy] out” and to 
“see what it [music therapy] was.” Ann reported that her mother informed her about the option 
to attend music therapy as part of Camp Dream Speak Live and she decided to try it out.  
 
 7.3.1.2 Interest in Music  
 Two of the adolescents said that they decided to participate in group music therapy 
sessions because of their interest and love of music. Saoirse’s reason for attending the group 
sessions was because she likes singing and “playing instruments.” Her experience in music-
based activities outside school may have also contributed to her participation in music therapy 
“I like singing and I do choir up in the church on a Wednesday night.” Ann said how she “loves 
music so much.” Furthermore, Frank’s reason for attending was also related to an interest in 
music:  
 
Research Assistant: Ok, cool, so, why did you participate, why did you take 
part in the group music therapy?  





 7.3.1.3 Personal Reasons  
 In addition to the above motivations, one adolescent had personal reasons for attending 
the music therapy intervention:  
 
Research Assistant: Great, why did you decide to take part, did you think, you 
know, what were your reasons for joining it?  
Ann: Em, well, the music therapy or the class?  
Research Assistant: The music therapy  
Ann: Em, because I thought it would bring me a lot more confidence and a lot 
more, kind of like, reassuring thoughts because then I can go, I really like this 
and I’m able to do it.  
 
7.3.2 Theme 2: Adolescents Built a Community in a Safe Space   
 The four adolescents shared positive accounts of what it was like to be part of the music 
therapy group with other adolescents who stammer.  
 
 7.3.2.1 Understanding and Accepting   
 Adolescents described several benefits of being around others who experience 
stammering and being engaged in a community of understanding and acceptance. For example, 
Neil said “it felt normal” to take part in music therapy with other teenagers who stammer. 




 The music therapy group was distinctive due to common experiences between each 
adolescent, the relatability with each other’s difficulties and the ability to extend support which 
others who do not stammer, are not able to provide. Group members were able to “chat to 
someone who knows what you’re going through” (Ann). This group format furnished a sense 
of belonging, respect for others and a spirit of acceptance:  
 
Research Assistant: Of course, so why do you think, or how do you think it 
gave you more confidence?  
Ann: Because I was with other people who stutter, and I felt a lot more 
comfortable there.  
Research Assistant: Ok, right, so it was the having fun with people who 
understand you?  
Ann: Yeah.  
Research Assistant: Ok, right, and did you expect that to happen?  
Ann: Em, a small bit, yeah.  
 
 7.3.2.2 Develop New Friendships  
 Further to creating feelings of community and group support, the adolescents perceived 
the music therapy group as a way of making new and valuable friendships through shared 
experiences. Frank reported, “I made some new friends and it was fun to get along with other 
kids as well.” Furthermore, Neil stated that “it was a good thing to get to know other people.”  
 Participants described group collaboration and emphasised working together during 





Research Assistant: What did you think about the song writing work that you 
did in the group?  
Saoirse: It was good, and we got to write the song Titanium and put words, em, 
that we thought that was good into the, into the group  
Research Assistant: Oh right, so you had the song Titanium  
Saoirse: Yeah 
Research Assistant: And you were putting your own words into that song?  
Saoirse: Yeah. 
Research Assistant: How did you organise putting your words, did you take 
turns one person by one person or?  
Saoirse: No, we did it in a group and we called out the words that we wanted to 
take out and put back in.  
 
 In relation to song writing activities, Frank stated that “if you just do it by yourself 
[song writing], then like it’s one mind, but if you do it with more [people], then you have more 
ideas.” He highlighted teamwork and getting along well with the other adolescents in the group 
music therapy sessions:  
Research Assistant: That’s alright, ok, so, what was it like to make music in a 
group with other teenagers who stammer? 
Frank: Em [pause] 




Frank: It was like you were working as a team and like teamwork is dream work, 
so yeah, we got along easily. 
 
7.3.3 Theme 3: Music Therapy was Fun and Increased Confidence  
 The adolescents found the group music therapy sessions were a positive experience. 
One adolescent, Ann, described how “it was a bit nerve-racking at the start but, like, after I got 
into the class, I just, I just loved it from that moment on.”  
 Participants found music therapy to be fun and thought that music therapy could help 
to develop confidence.  
 Several participants reported that the music therapy group sessions were fun, “good” 
and enjoyable. Ann commented that “em, it was good, yeah, it was fun” to make music in a 
group with other teenagers who stammer. Similarly, Frank found it “fun to get along with other 
kids.” Neil also reported that the intervention was fun:  
 
Research Assistant: Was there anything that stood out to you? 
Neil: Not really, it was just fun to do it.  
Research Assistant: Just fun? Yeah  
Neil: Yeah.  
 One participant highlighted how it was fun to play instruments that he had never seen 





Research Assistant: Yeah, great. Can you describe what taking part in the music 
therapy group was like?  
Frank: Em, it was fun mostly because you could, em, play instruments that you 
never played before or seen before or just heard of before.  
 
 The adolescents reported that participation in group music therapy sessions helped to 
build confidence. Ann, who has experienced bullying because of her stammer, “felt really 
confident coming out” of music therapy.  
 
Research Assistant: Did you have any favourite activities that you remember 
that you particularly enjoyed?  
Ann: Em, I enjoyed all of them to be fair. I really like them.  
Research Assistant: Ok, great. Em, was there any music-based activity that you 
thought, you know, I find this really useful or I think I could use this at another 
time? 
Ann: Not really to be honest, I just found it really useful overall.  
Research Assistant: Yeah, ok, so not a particular activity but you found the few 
days in music therapy useful?  
Ann: Yeah.  




Ann: Because it gave me a lot more confidence, and there’s this boy in my class 
and like last, especially, he’s been really mean to me and calling me names about 
my stutter and stuff so I felt like I got more confidence.  
Research Assistant: Right, and that’s an important thing for you? 
Ann: Yeah.  
 Neil also thought that the music therapy intervention helps to build confidence:  
 
Neil: I think it [music therapy] could be a bit useful.  
Research Assistant: Yeah? And what makes you think that it would be useful? 
This is totally your opinion.  
Neil: Like, the confidence, like playing with other people.  
 
7.3.4 Theme 4: Singing, Songwriting and Listening to Songs  
 7.3.4.1 “Singing was just amazing for me”  
 The importance of songs and expression through singing was special for many of the 
adolescents.  
 
Research Assistant: What did you take away from the music therapy? So that 
means, by the end of the music therapy week, was there anything that you will 
always remember, or?  




Research Assistant: Singing a song? And was there anything you thought, oh 
I’ll do that again myself? 
Saoirse:  Singing a song  
Research Assistant: Singing, so the singing songs was the most important for 
you?  
Saoirse: Yeah  
 
 Similarly, Ann reported that singing was memorable for her “em, definitely singing 
songs was one of, like, my main things because it was just really nice for me.”  
 Despite the emphasis on peer to peer relationships, improving positive communication 
attitudes, and increasing resiliency in therapy sessions (See goals for the music therapy 
intervention in Phase 2: Music Therapy Intervention), increased fluency while singing was 
valued by two of the participants. Ann reported how she liked singing “because I don’t stutter 
when I sing.” Furthermore, Frank described the following in relation to singing:  
 
Research Assistant: What music-based activity did you find the most useful? 
Frank: Em, the singing part, yeah.  
Research Assistant: Cool. When you say the singing part, what does that 
involve?  
Frank: When you sing like you don’t really stammer as you would speak so it 
helps you, like, get over your stammer.  




Frank: Yeah  
 
 The music therapy intervention delivered here did not incorporate singing to explicitly 
increase fluency, nor did any activity focus on the modification of speech, however, this could 
be a potential goal of music therapy treatment. It is therefore important that music therapists 
tailor goals and objectives to each individual’s needs and desired outcomes.   
 
 7.3.4.2 Song Writing Reveals Issues and Fosters Resilience  
 Song writing was a technique used in the music therapy group sessions to help the 
adolescents to express their feelings and thoughts around stammering. The music therapist 
offered song choices and group members selected their own songs. Choosing one of their own 
song choices, the group decided to change the words of David Guetta’s Titanium to their own 













Verse 1  
You scream it out  
I can hear every word you say  
I’m talking quiet but saying much 
I’m dodging bullets but either way you shoot me down  




Verse 2  
You shoot me down  
And I’m falling further now  
Across town there is no love  
Lower your voice, sticks and stones may break my bones  



















 During the song writing activity, adolescents reflected on and processed their 
experience and feelings of stammering. “Dodging bullets” and being “shot down” in this song 
refer to bullying and teasing which most of the group participants had previously encountered. 
Furthermore, in group discussion, adolescents reported a sense of isolation and commented 
how they sometimes felt alone, “no one’s there to help me out”.  
 To complete the song, group members agreed to keep the original lyrics of the chorus 
to demonstrate their ability to cope with stammering, and how they felt that it was important to 
be “unbeatable” and resilient, especially when faced with negative listener reactions.  
 
 7.3.4.3 Listening to Others’ Songs  
 Adolescents selected “powerful songs that have a good message” from genres including 
rap and pop to share with the group. For Frank, the songs he selected did not necessarily have 
anything to do with feelings about stammering, “em, they didn’t have, like, any feelings to do 
with my stammering, it was just what music I liked.” Saoirse reported how it was “good” to 
listen to other group members’ songs and Neil commented how “it was, like, cool how they 
[members of the group] played all the different music.”  
 
Frank: We listened to other p-, like, other people’s songs, like what they like. 
Research Assistant: Oh right, ok, and did you think that was a good thing to do, 
learning about other people’s favourite songs?  





 In addition to listening to recorded songs, participants enjoyed listening to live 
performance in the music therapy space: 
 
Research Assistant: Ok, em, can you describe any moment during the music 
therapy that week that you remember quite well, or one of the moments that 
stands out for you? 
Saoirse: A boy, a teenager, brought in his guitar and we got to listen to him play 
a song.  
 
 The songs the adolescents shared with the group were important for different reasons. 
Ann reported how “it [chosen song] was really special to me.” Furthermore, Frank reported 
how bringing along individual songs was a form of expression and a way of sharing his personal 
music preferences with others.  
 
Research Assistant: Ah, ok, and what did it feel like to bring your own music 
to the group?  
Frank: Em, kind of, em, like, I felt happy that I could express my like, what type 






7.3.5 Theme 5: Changes Persisted Beyond the Music Therapy Intervention 
 Adolescents described implementing changes after the music therapy intervention. An 
increase in confidence related to taking up new activities was described by Ann:  
 
Research Assistant: Do you think if you hadn’t done music therapy in the 
summer, do you think you still would have joined the choir? 
Ann: No  
Research Assistant: No?  
Ann: No  
Research Assistant: Why not?  
Ann: Because I would have been more nervous, I guess, even though it’s the 
teachers that I know and love, still be nervous.  
Research Assistant: Yeah  
Ann: And a bit more shy  
 
 In addition to confidence around joining new groups, participants also reported 
increased confidence related to singing:  
 
Research Assistant: What would be the main thing you think it helped with?  





Research Assistant: Yeah 
Ann: Before I was a bit embarrassed to sing for some reason, but now I love it.  
Research Assistant: Now you love it, that’s great.  
Ann:  I really don’t care what people think, I love it.  
 
7.3.6 Theme 6: Music Therapy Recommendations  
 Participants proposed enhancements for the music therapy intervention. Frank thought 
that “it [music therapy] could happen more” and that the intervention could “last longer.” Ann 
also shared this view:  
 
Research Assistant: How long would you have kept going to it for?  
Ann: Maybe another day, at least.  
Research Assistant: Ok, so you didn’t feel that five days was quite enough?  
Ann: No.  
 
 While being in a group offered opportunities for peer support and common 
understanding, Ann felt that individual music therapy may also be appropriate:  
 
Research Assistant: Yeah, in a group you think? 
Ann: Well, like, I think on your own is kind of nicer because then you can chat 




Research Assistant: Ok, yeah, so you think that some things might be easier to 
say to just one person? 
Ann: Yeah.  
 
 Regarding specific therapeutic techniques, Saoirse recommended that the principal 
research include more opportunities to sing.  
 
Research Assistant: Is there anything else, any things you would like to suggest 
to us that might make the music therapy group more interesting or more useful 
for people who have a stammer? 
Saoirse: More singing.  
 
 Furthermore, participants suggested that music therapy should be integrated into the 
stammering treatment process.  
 
Research Assistant: Ok, so, would you like to see music therapy offered 
alongside speech and language therapy for your stammer?  
Frank: Yeah.  
Research Assistant: Yeah? So, why do you think it would be good to merge 
those two together, from your point of view, there’s no right answer and there’s 




Frank: Em, so then people… At least you’re working with each other as well 
and you, like I said before can work over your stammer.  
  
 Both Saoirse and Ann said that they would like to see music therapy offered as part of 
a stammering treatment program. Furthermore, Neil felt that offering music therapy alongside 
speech and language therapy for adolescents who stammer could “be a bit useful.”  
 In addition, participants said that they would recommend music therapy to other 
adolescents who stammer. Saoirse highlighted the need for awareness of music therapy as a 
potential intervention for adolescents who stammer as “they might not know about it [music 
therapy] and they might like it [music therapy].” Similarly, Ann reflected on providing more 
information about the benefits for music therapy:  
 
Research Assistant: Ok, would you recommend music therapy to another 
teenagers who experiences stammering? 
Ann: Yeah, yeah  
Research Assistant: Yeah, so if you knew someone who had a stammer and you 
thought you wanted to recommend this to them, what would you say? 
Ann: Em, I should, I would say that you get a lot more out of it than you think, 
and you can actually chat to someone who knows what you’re going through.  
Research Assistant: Yeah, like everybody in the room? 





 Frank reported that he would recommend music therapy to another adolescent who 
experiences stammering as they “could learn more instruments and, em, express your own kind 
of music and what you like, and you can listen to other people’s music as well.”  
 
7.4 Limitations  
 Research with adolescent participants benefits from considering their unique 
preferences, needs (Moriarty Daley, 2013) and developmental status (McDonagh & Bateman, 
2011). In the current phase, limitations included recruitment challenges and methodological 
issues.  
 Moolchan and Mermelstein (2002) report how recruitment is the most challenging 
aspect of research with adolescent participants. Of the 11 adolescents who participated in group 
music therapy sessions as part of Phase 2 of this PhD study, just four took part in the current 
phase. Furthermore, parental consent is required, yet when a parent is the primary point of 
contact, recruiting adolescent participants moves outside the researcher’s control. Although 
informed assent from adolescent participants was obtained in the current study, it is hard to be 
certain if this was truly free i.e. adolescents may have had little or no say over their participation 
in interviews.  
 Interviews used various means to encourage participation i.e. engaging the adolescent 
in informal conversation before starting the recording, and beginning with a general question 
about the camp created a relaxed environment rather than asking questions about the study 
immediately (Christian, Pearce, Roberson, & Rothwell, 2010). The interviews with adolescents 
were structured with yes-or-no style questions and open-ended questions. Moriarty Daley 




people. In the current phase, it is possible that the wording and asking of too many closed 
questions may have limited the depth of participant responses:  
 
Research Assistant: Did you like being in the group?  
Saoirse: Yeah.  
Research Assistant: Doing that kind of stuff? 
Saoirse: Yeah.  
Research Assistant: Did you know anyone in the group? 
Saoirse: No. 
Research Assistant: No, but did you make any new friends out of it? 
Saoirse: Yeah.   
 
 Furthermore, researchers (Christian et al., 2010) recommend using developmentally 
appropriate and creative data collection strategies when involving young people as participants 
in research studies. These include developmentally appropriate language, drawing, playing 
board games or magazines. The current phase did not utilize such creative strategies which is 
considered a limitation.  
 Finally, the music therapy intervention outlined earlier in this thesis took place in July 
2019. The follow-up interviews were not completed, however, until October - December 2019. 
It is possible that the length of time between these two phases was too long as some of the 





7.5 Summary  
 Findings from this phase offered insight into the perceptions and experience of 
adolescents who stammer regarding their participation in music therapy. Self-expression, 
confidence building and access to a positive support network were primarily reported. These 
qualitative results highlight the potential of music therapy for adolescents who stammer, and 
the role of addressing emotional aspects of stammering within this creative arts intervention. 
In order to generalise findings, further research is recommended with a larger sample size.  
 The discussion chapter which follows will focus on the primary research findings of 
the three phases of this PhD study, and their implications for generating knowledge in the field 
























 Stammering is a complex communication disorder that is associated with 
neurobiological causes (Benito-Aragóon et al., 2020; Chang, Zhu, Choo, & Angstadt, 2015) 
and genetic causes (Drayna & Kang, 2011; Frigerio-Domingues & Drayna, 2017). An 
adolescent cannot “simply learn strategies to not stammer all the time” (Coleman, 2018, p. 38) 
and there are many other cognitive, affective and emotional domains that may be affected by 
stammering.  
 Several papers include psychological initiatives in stammering treatment programs 
resulting in more holistic models of support (Blood, 1995; Boyle, 2011; Menzies et al., 2008; 
Menzies, Onslow, Packman, & O’Brian, 2009). For example, Acceptance and Commitment 
Therapy (Beilby, Byrnes, & Yaruss, 2012) and Cognitive Behavioural Therapy (Menzies et al., 
2008) have been demonstrated to be successful for individuals who stammer. This PhD study 
expands on this view to consider more than the overt features associated with stammering.  
 Three empirical research questions were addressed in the current study by linking 
qualitative and quantitative data analyses: 
i. What are the experiences and perceptions of music and/or music therapy for individuals 
who stammer, speech and language therapists and music therapists?  
ii. Does participation in group music therapy result in communicative, cognitive and/or 
affective changes in adolescents who experience developmental stammering? 




 This discussion chapter presents the synthesis of the central findings, and includes the 
following: contribution to practice; the key findings of the research study and how they relate 
to previous literature; implications for clinical work; strengths and limitations of the research 
phases, and; recommendations for future research.   
 
8.2 Contribution to Practice  
 To date, to the best of the researcher’s knowledge, there has been no data published to 
support music therapy as an intervention for adolescents who stammer. In the current study, 
the author investigated the effectiveness of a group music therapy programme with adolescents 
who stammer. This is unique as it is the first research study to demonstrate the use of music 
therapy in the treatment of this client group. Therefore, the most significant contribution made 
by the current study has been to initialise research into this area.  
 Previous literature points to a need for this investigation, however, within previous  
discussions of music therapy in the fields of speech (Buday, 1995; Elefant, Baker, Lotan, 
Lagesen, & Skeie, 2012; Haneishi, 2001; Linden, Groß, & Ostermann, 2010); language 
(Brotons & Koger, 2000; Geist, McCarthy, Rodgers-Smith, & Porter, 2008; Hartley, Turry, & 
Raghavan, 2010), and adolescent populations (Laiho, 2004; McFerran, 2010; McFerran et al., 
2019; Tervo, 2001).  
 
8.3 The key findings of the study and how they relate to existing literature   
 The key findings from the study support the use of group music therapy with 
adolescents who experience developmental stammering. For the young adults and adolescents 
who stammer, music reduced some of the negative impact of stammering and offered 




participation in the group music therapy had also increased participation in other activities. 
Significantly, the participants noted that singing, sharing songs and music, and songwriting 
allowed them to communicate their feelings, as well as their experiences of stammering without 
relying on the use of words.  
 
8.3.1 Music and Music Therapy Reduce the Negative Impact of Stammering  
 In relation to the research questions, the results of this study indicate a range of benefits 
were experienced by participants in response to music and music therapy. The most significant 
finding of the current study was that singing, playing music and participation in group music 
therapy reduced some of the negative impact of stammering. For example, data from the 
interviews with young adults who stammer showed that confidence started to build when they 
became involved in music. Results from the Overall Assessment of the Speaker’s Experience 
of Stuttering demonstrated positive changes in attitudes toward communication and overall 
quality of life. Similarly, adolescents who stammer who attended group sessions as part of 
Phase 3 of this study reported that music therapy helped to build their confidence and increased 
participation. This resulted in some of the adolescents joining new activities such as choir after 
their participation in the music therapy group intervention.  
 Participants reported that playing an instrument and song writing decreased anxiety 
associated with stammering, and that they used music specifically for anxiety. Song writing is 
‘the process of creating, notating and/or recording lyrics and music by the client or clients and 
therapist within a therapeutic relationship to address psychosocial, emotional, cognitive and 
communication needs of the client’ (Baker & Wigram, 2005, p.16). Song writing has been used 
in music therapy to enhance speech, language, and conversation skills across a wide range of 
clinical populations including mental health, neurorehabilitation, and aging (Baker, 2015). 




effectively and were able to express their feelings through song writing. Song writing may offer 
adolescents who experience stammering a way to explore and express their emotions, and to 
construct identity and a sense of self (Baker, Wigram, Stott, & McFerran, 2008). Furthermore, 
one adolescent decided to take part in music therapy group sessions for “reassuring thoughts.” 
Baker, Wigram, Scott, and McFerran (2008) report that developing and enhancing self-
confidence, reducing anxiety, gaining insight/clarifying thoughts underpin song writing goals 
in music therapy practice.  
 In music therapy, improvisation includes any experiences in which individuals actively 
participate in spontaneous music making with the therapist and/or other individuals – 
vocalizing, playing instruments or sounding their bodies (Bruscia, 2014). In this study, 
improvisational methods were used by music therapists to explore aspects of fluency and 
emotional processes, or things below the surface, with clients. The creation of extemporaneous 
music may help adolescents to identify and explore affective responses to their stammering.  
 The research findings of this project confirm several of the points highlighted in the 
existing literature. Participants reported how music played a critical part in the development of 
identity, competence, connectedness and resilience (McFerran, 2010; McFerran et al., 2019). 
Furthermore, the results indicate that the music therapy intervention appealed to adolescents 
who stammer; they were motivated to participate due to music’s capacity to meet their needs 
(McFerran, 2010; Laiho, 2004).  
 Various types of music experiences, such as talking about music, composing music, 
listening, singing, playing musical instruments, can be used to help adolescents to develop 
certain skills or to relate to others (Rickson, 2019). Several music therapy interventions were 
available for the adolescents who participated in Phase 2 of this study. The group therapy 




listening to recorded music and group discussion. Most adolescents reported that they preferred 
group singing and sharing songs/music.  
 Adolescents identified that singing songs was the most important and memorable part 
of group music therapy sessions. Music therapists with experience of working with adolescents 
have reported on the benefits of singing interventions and activities for the development of 
coping strategies and self-regulation (MacDonald & Viega, 2012; McFerran, 2012).  
 In addition, the fluency-enhancing effect of singing was also reported by the adolescent 
participants. There is evidence in favour of singing to enhance fluency among individuals who 
stammer (Wan, Rüber, Hohmann, & Schlaug, 2010). Often, the main goal that adolescents and 
adults have in mind when they start therapy is “fluency” across all situations (Guitar, 2014). 
Neuroimaging studies have found that singing involves multiple neural networks and 
intensifies right hemisphere activity during production of words in song in a way that is 
different to speaking (Jeffries, Fritz, & Braun, 2003). Furthermore, Ward (2008) reports that 
singing is a result of the right hemisphere, and that individuals who stammer often present with 
increased activity in the right hemisphere.  
 Another important clinical finding from this research study was sharing and listening 
to others’ pre-recorded songs. The participants preferred to bring their own music along to 
sessions rather than selecting from a repertoire provided by the music therapist. The 
adolescents valued the opportunity to share significant music that was special and “really nice” 
for them with the group, both in communicating their identity and experience of stammering. 
Laiho (2004) notes how adolescents use preferred songs to reflect their self and express that 
self in the world. Furthermore, authors have found that preferred songs can produce a sense of 
wholeness, well-being, and purpose in life, which helps adolescents to feel good about 




 Given the considerable impact stammering can have, these reported benefits are 
encouraging because of the potential implications for supporting adolescents who stammer, 
and for the possible inclusion of music therapy in the management of stammering. 
  
8.3.2 Group Music Therapy Intervention is Recommended with Adolescents Who Stammer 
 The above benefits were possible because the music therapy group intervention was 
designed with adolescents who stammer in mind, as well as being informed by individuals who 
experience stammering, and therapists who work with this client group. Furthermore, the 
sessions were facilitated by the principal researcher who is a dual qualified music therapist and 
speech and language therapist. A non-therapeutic music group or class may not give thought 
to the covert features associated with stammering and with no supports provided, this could in 
turn create obstacles for adolescents who stammer to enjoy meaningful and successful 
participation.  
 The following section details the group music therapy intervention and the key 
techniques and interventions used.  
 
 8.3.3.1 Group Format. It was clear from the participants’ responses that group therapy 
was preferred for several reasons. Clinicians in this study recommend working with this 
population in group formats. Opportunities provided by group interaction are well documented 
for individuals who stammer and are a valuable component of a comprehensive programme 
(Manning, 2010). Participants felt that it was good to be in a group setting with others who 
stammered, enjoyed making new friends and working as a team. These results confirm Hearne, 
Packman, Onslow and Quine’s (2008) findings that adolescents enjoy therapy in a group format 




settings provide social and interactive opportunities for individuals who might otherwise go for 
periods of time without communicating or interacting with others. Furthermore, 
psychotherapeutic evidence suggests that group therapy approaches are effective in targeting 
negative thoughts and feelings by removing the individual’s feelings of isolation and 
invalidating a ‘heightened sense of uniqueness’ (Yalom & Leszcz, 2005).  
 Additionally, participants found it beneficial to know that they were not the only one 
who experienced stammering. Luterman (2001) indicated that the promotion of universality is 
a beneficial characteristic of group work. By being part of a group who share a common 
problem, the adolescent recognises that she or he is not alone. The group setting provides a 
means for coping with feelings of loneliness and isolation associated with stammering 
(Manning, 2010). A culture of acceptance and openness was fostered in the music therapy 
group, where adolescents were not ridiculed for the way they spoke or expressed themselves. 
 A closed music therapy group was also seen as valuable in this study. This format 
appeared to provide a greater opportunity for support between the adolescents and allowed for 
further in-depth exploration of their stammering experiences. The benefits of group music 
therapy with adolescents are reported in the literature (e.g. McFerran, 2010; McFerran et al., 
2019). For instance, findings from studies of music therapy with bereaved adolescents 
(McFerran-Skewes & Erdonmez-Grocke, 2000) suggest that “music therapy promotes a useful 
balance between fun and emotional engagement for teenagers, particularly when it takes place 
within the safety of a closed group that promotes respect and confidentiality” (McFerran, 
Roberts, & O’Grady, 2010).  
 
 8.3.3.2 Setting. There has been an increase in the number of camps for children and 




of stammering (Byrd, Gkalitsiou, Werle, & Coalson, 2018). In Ireland, the Irish Stammering 
Association run drama workshops in collaboration with the Gaiety School of Acting based on 
the success of a similar project in New York (Ní Chríodáin, 2018). The Association also hold 
an ISAYiT! Summer Camp for young people across Ireland every year. Byrd et al. (2016) 
summarised four weeklong camps (Camp TALKS, Camp Dream. Speak. Live., Camp Shout 
Out, and Stuttering U.) and one intensive 1-day camp (Fluency Friday Plus) offered within 
America. This summary found that all programmes provided a variety of activities including 
group therapy sessions, desensitization activities (e.g. voluntary stammering while ordering an 
ice cream at a shop), group building exercises (e.g. orienteering, field trips) and opportunities 
to practice communication skills (e.g. open mic challenges, telling jokes). Thus far, music 
therapy has not been included in these programmes. The setting for Phase 2 of this study 
therefore offered the opportunity to explore a new and unique way of delivering music therapy 
to adolescents who stammer.  
 
  8.3.3.3 Therapist Approach and Style. Studies within music therapy, psychology and 
speech and language therapy, indicate that the intervention strategies and associated techniques 
are not the only contributors to therapeutic outcomes; the therapist and therapeutic alliance are 
influential in clinical intervention (Plexico, Manning, & DiLollo, 2010). Important insights 
were gained into the style and approach of the therapist when working with adolescents who 
stammer.  
 Use of humour was identified when discussing various techniques used in music 
therapy with children and adolescents who stammer. The allied health and medical literature 
are abundant with references to humour (Simmons-Mackie & Schultz, 2003), and speech and 




(2010) refers to the importance of using humour in the management of stammering. He notes 
that humour is an experience that comes from spontaneity and developing togetherness. 
“Accordingly, until the clinician is calibrated to the client and until some level of intimacy has 
been established in the therapeutic relationship, humour is not likely to serve a beneficial 
purpose” (p. 35). Manning (2010) reports how using humour reflects an individual’s ability to 
distance themselves from a situation. The adolescent’s ability to use and accept humour is 
evidence of a developing awareness and objectivity. Furthermore, appreciating and using 
humour is regarded as a mature way to manage the challenges and stresses of life (Vaillant, 
1977). According to Vaillant, because using humour entails some degree of objectivity, it 
“permits one to bear and focus upon what is too terrible to be borne” (p. 386). For this reason, 
humour may allow the adolescent to express his or her ideas, opinions, and feelings about 
stammering without strong negative emotion or discomfort.  
 This finding is like those in Haire and MacDonald’s (2019) narrative literature review 
of humour in music therapy. Haire and MacDonald (2019) report how humour is an important 
part of therapeutic and relational work in music therapy, indicating a sign of trust and growth 
in the music therapist-client relationship (Aigen, 2013; Rolvsjord, 2015). Resonating with 
Vaillant’s (1977) work, the music therapy literature includes several citations of humour as a 
constructive coping method or tool that individuals use when faced with difficult emotional 
experiences (Haire & MacDonald, 2019). Furthermore, focusing on work with adolescents, 
Tervo (2001) reports how “a shared sense of humour, the songs and the musical language 
created together all make for improved co-operation” (p. 82).  
 Results of the current study also indicated that the music therapy clinicians had a belief 
in the effectiveness of music therapy, and the adolescent’s ability to make progress. This 
confidence and belief in the therapeutic process was recognised as an important feature of the 




therapy for stammering, they were “certain that language, any sort of language disorder, can 
be treated with music.”  
 The impact of effective therapeutic alliance also featured in this study. For one 
adolescent, a positive therapeutic alliance resulted in feelings of enthusiasm about group music 
therapy and motivation to attend, they described feeling nervous, but the support and warmth 
of the therapist helped them to settle into the group (Corey, 2017).  
Interviewer: Can you describe what taking part in the group music therapy was 
like for you?  
Adolescent: Em, it was a bit nerve wrecking at the start but like after I got into 
the class, I just, I just loved it from that moment on.  
Interviewer: And what helped you settle into it?  
Adolescent: Well, em, first of all, Jessica…  
Interviewer: Yeah, so she really helped you settle in and feel comfortable?  
Adolescent: Yeah, she was just the nicest person.  
 
8.3.3 Music Therapy and Speech and Language Therapy Collaboration  
 Music therapists work with a variety of professionals including clients, parents, 
caregivers, medical staff and health professionals (Register, 2002; Kern, Rivera, Chandler, & 
Humpal, 2013), and collaboration between music therapists and speech and language therapists 
is growing (Brown, Benigno, & Geist, 2018). There are several benefits to professional 
collaboration: greater quality of care and a broader menu of treatment options for clients; 
professional support; sharing of knowledge, and opportunity to upskill/learn new techniques 




 Several participants in the current study highlighted the need for, and benefits of, 
collaboration between speech and language therapists and music therapists when working with 
individuals who stammer. The music therapists in this study reported benefits such as joint goal 
setting and working together to build consistency. The speech and language therapists valued, 
and recommended, the addition of music to the management of stammering. Furthermore, the 
speech and language therapists reported how they had previously used receptive music methods 
in their sessions and talk about musical interests, songs and artists with their adolescent clients 
who stammer. One therapist recommended that for advanced stammering in adolescents and 
adults, music therapists should work alongside speech and language therapists, specifically 
around identity and self-perception. Howland (2015) highlights the importance of working 
alongside a speech and language therapist and that “identification of treatment goals by the 
speech and language pathologist is of key importance to the music therapist” (p. 303). This 
reflects McCarthy and Geist’s (2014) ‘speech and language therapist as consultant model’ 
where the speech and language therapist observes the music therapist and offers alternative 
strategies. Furthermore, one individual who stammers recommended a combination of music 
and/or music therapy and speech and language therapy.  
 
8.3.4 Stammering Can Have a Significant Impact on Individuals’ Lives  
 As previous studies have shown, individuals who stammer can be affected in more 
domains than functioning alone. For instance, there can be repercussions on their psychological 
well-being (Craig, Blumgart, & Tran, 2009; McAllister, Collier, & Shepstone, 2012); social 
functioning (Tran, Blumgart, & Craig, 2011); academic achievement (O’Brian, Jones, 
Packman, Menzies, & Onslow, 2011), and their employment prospects (Klein & Hood, 2004). 
The negative impact of stammering is also reported in the childhood and adolescent literature 




For adolescents who stammer, this impact is exacerbated by a transition through a period of 
psychosocial and biological growth and development. Adolescence is a time of developing new 
roles and new social groups. The fear of stammering, or a reduced ability to communicate, may 
impact on this crucial developmental stage with negative effects persisting beyond the 
adolescent years (McAllister, Collier, & Shepstone, 2012).  
 This research study has shown that stammering has a significant impact on people’s 
lives. Taking the various perspectives gathered in this project into consideration, there is 
considerable evidence that stammering causes wide ranging psychosocial impact. For instance, 
throughout the semi-structured interviews with adults and adolescents who stammer, and 
speech and language therapists and music therapists, negative emotions were associated with 
stammering (Figure 8.3.1). The participants’ descriptions were consistent with the analyses of 
other authors (Baxter et al., 2015; Blumgart, Tran, & Craig, 2010; Kraaimaat, Vanryckeghem, 
& Van Dam-Baggen, 2002) who have investigated the perceptions of individuals who stammer. 
Individuals who stammer in this study described negative emotions, avoidance and restriction 
across many aspects of their lives. These are similar to findings from other studies that 
stammering negatively impacts an individual’s life including mental health and overall quality 
of life. Although these themes were largely based on communicative situations, the individuals 
who stammer also referred to wider life experiences such as self-identity and self-perceptions. 
Previous studies describe how stammering negatively impacts self-identity (Daniels, 
Hagstrom, & Gabel, 2006).  Furthermore, critical self-judgement and repeated negative 
reactions of society resulted in negative self-identity for participants in one study (Kathard, 
Pillay, Samuel, & Reddy, 2004).  
 As mental health affects 10 – 20% of adolescents worldwide, and because first onset of 
such difficulties usually occurs in adolescence (Kessler et al., 2007), interventions that promote 




people include emotional, social, behavioural and cognitive problems (Gold, Voracek, & 
Wigram, 2004), and these issues can have significant effects into adulthood (Porter et al., 
2017). The same is also true for adolescents who experience stammering. By this 
developmental stage, several aspects of an individual’s life become shaped around a fear of 
stammering and negative self-image (Guitar, 2014). Addressing affective and emotional 
responses is therefore crucial in the therapeutic process when working with adolescents who 
stammer (Murphy, Yaruss, & Quesal, 2007).  
 There is growing evidence to support the potential of music-based interventions with 
adolescents. Findings of this study suggest that using music and music therapy appear to be 





















 It is documented in the literature that individuals who stammer experience emotional 
and affective reactions to their stammering (Guitar, 2014; Manning, 2010; Sheehan, 1970; 
Yaruss & Quesal, 2004, 2006) and studies have demonstrated that individuals who stammer 
report more negative attitudes towards their communication than a fluent control group 
(Vanryckeghem & Brutten, 2011). These emotional reactions include those experienced by 
participants in the current study: anxiety and fear, shame, anger, embarrassment, and isolation 












may offer adolescents who stammer a supportive place to express their feelings and express 
the emotional impact of stammering.  
 Young adults and adolescents who stammer in this study reported sensitivity regarding 
their speech, and shame surfaced as a significant experience for participants. The Overall 
Assessment of the Speaker’s Experience of Stuttering (OASES) subtest, Your Reactions to 
Stuttering, indicated that before attending the music therapy intervention, adolescents often felt 
“ashamed or embarrassed (like there is something wrong with you or like others are judging 
you because of your speech” when speaking. Therapist interviews confirm that clients who 
stammer experience frustration and annoyance. Similarly, in the pre-test assessment, 
adolescents indicated that they often felt “angry, mad, or frustrated because you have trouble 
saying what you want to say.” Furthermore, participants reported how negative experiences 
with social interaction led to withdrawal and/or avoidance of activities and loss of confidence. 
Areas like employment did not feature in the findings as the study did not extend to older 
adolescents or adults who stammer.  
 
8.4 Implications for Clinical Work  
8.4.1 Implementing Music Therapy in Practice  
 By late adolescence, stammering is often entangled in a web of covert features affecting 
self-esteem, reactions, and attitudes to communication. Music therapy is intended to benefit 
adolescents who stammer in these areas. Implementing music therapy in practice might entail 
accessing or establishing a programme for adolescents who stammer. Music therapists might 
liaise with local organisations such as parent groups, youth groups and secondary schools, or 





8.4.2 Education and Training  
 While the speech and language therapists in the current study used music during therapy 
sessions, they were not familiar with possible applications of music therapy for adolescents 
who stammer. This lack of understanding may reduce provision of treatment options or 
referrals for individuals who may benefit from music therapy.  
 Through education and information sharing workshops, music therapists may provide 
this client group, parents and guardians, and professionals with information about how music 
therapy may contribute to the management of stammering.  
 The knowledge gained also has implications for educating music therapists and student 
therapists in developing intervention skills and continuing professional development. The 
findings can help therapists in assessing and formulating treatment plans for adolescents who 
stammer.  
 
8.4.3 Collaboration  
 Music therapy may be implemented more effectively with professional collaboration. 
This is not a new idea and has been discussed in various literature, especially music therapists 
and speech and language therapists working together (Brown, Benigno, & Geist, 2018; 
Hobson, 2006a, 2006b; McCarthy & Geist, 2014). The findings of this project support the 
reported benefits of collaboration, in particular the therapist interviews.  
 A possible form of collaboration could be in the design and implementation of music 
therapy programmes for adolescents who stammer. The speech and language therapist 
consultant model (McCarthy & Geist, 2014) may work well where the speech and language 
therapist liaises with the music therapist during the planning stage of these programmes, to 




objectives. The knowledge and skills that speech and language therapists possess on 
stammering means that they can enrich the music therapy programme being offered to the 
adolescents. These programmes may be set up in local primary care centres, in the community, 
at summer and midterm break camps, and/or at association events.  
 
8.5 Strengths and Weaknesses  
 By adopting a mixed methods approach to this PhD study, the exploration of different 
aspects of the experience of music therapy for adolescents who stammer was made possible. 
Employing qualitative research methods allowed for in-depth exploration of experience and 
perceptions. Furthermore, the incorporation of quantitative pre- and post-test data was 
beneficial i.e. the completion of the Overall Assessment of the Speaker’s Experience of 
Stuttering resulted in the collection of standardised data to supplement that of the in-depth, 
semi-structured interviews.  
 This study has generated new insights into music therapy and stammering. It has raised 
some interesting findings in relation to the use of music as a way of managing the covert 
symptoms associated with stammering. The study has also highlighted specific music therapy 
practice that offers new insights for practitioners and policy makers regarding ways to support 
adolescents who stammer. However as with all research studies, this project has limitations 
that need to be considered when explaining and applying the results. As suggested by Creswell 
and Plano-Clark (2011), the researcher has considered the limitations of each phase of the study 
individually (previously presented in chapters 5, 6 and 7) and so this section focuses on the 





8.5.1 Challenges in Adopting Mixed Methods Research  
 Despite its strengths, mixed methods research can present a number of challenges to 
researchers (Creswell et al., 2011; Tariq & Woodman, 2013). These include the significant 
time involved, resources, skill specialisms, and methodological preferences (Bryman, 2007). 
Because multiple types of data are being collected and analysed, mixed methods designs are 
time-consuming to carry out and demand a level of resources and methodological expertise not 
often found in one researcher (Rallis & Rossman, 2003). In the current study, data collection 
and analysis were complex and time intensive given the three phases, participant samples, and 
integration of qualitative and quantitative data. Furthermore, Bryman (2007) reports that when 
using a mixed methods approach, researchers tend to highlight a particular set of findings 
because “they have greater faith in one rather than the other” (p. 12). In the current study, the 
principal researcher was more familiar with qualitative research methods and therefore 
emphasised these findings. This affiliation, however, may hinder a researcher’s readiness to 
combine and develop all data sets (Bryman, 2007) and result in unequal emphasis placed on 
each data set and is considered a limitation. Finally, in mixed methods research, issues can 
arise during analysis and interpretation of data. Creswell et al. (2011) report that findings may 
be contradictory in some mixed methods designs.  
 
8.5.2 Sampling  
 The therapists who participated in the study volunteered to do so, therefore those who 
had specific interest in music, music therapy and/or stammering, who were willing to take time 
out of their schedules may have been more willing to take part. It was particularly clear that 
the small sample of music therapists who engaged in this research study had a special interest 
in the area of stammering and several of the participants indicated that they actively work, or 




interest in music and sometimes used receptive methods in their own practice. Therefore, it is 
not clear if those who declined the researcher’s invitation to participate would have similar 
experiences, and if their recommendations would have mirrored those found in this study.  
 Previous therapy engagement was not controlled for in the present study. Future 
research should ascertain whether prior therapy engagement moderates intervention outcomes.  
 Because of the primarily qualitative focus of this study and the small sample of 
participants, it is not possible to generalise findings to the wider population of adolescents who 
stammer. They are restricted in as much as they are based upon a specific sample of adolescents 
living in Ireland and so, the degree to which the overall findings can be generalised and/or 
transferred to different contexts is not clear. More detailed discussion of the potential for 
generalisability and transferability of the findings have been incorporated in the discussion of 
each phase of the study, however, it is important to highlight that the overall findings from this 
study should be seen as an initial step in the process of developing a comprehensive 
understanding of music therapy practice with individuals who stammer. The value of this study 
is defined by its potential to initiate thoughts and discussion about how music therapy might 
interact with stammering treatment programmes, and thus provide the foundation for an 
emerging theory of music therapy with this group. Further empirical validation of the overall 
findings is therefore necessary.  
 
8.5.3 Music Therapy Intervention  
 The nature of the camp limited group music therapy to five sessions for each participant. 
This time limit may have created feelings of intensity and urgency for the adolescents. 
Furthermore, the time boundary may have limited the amount of material that could be explored 




 Not all adolescents who attended music therapy group sessions completed the pre-post 
treatment assessment measures. Had the researcher asked that the adolescents completed the 
assessments in person, the researcher would likely have had completed assessments from each 
participant, however, it was important for the adolescents to complete these anonymously.  
 Due to other activities offered at the camp (excursions, open mic challenges, interactive 
art), it was not possible to attribute progress or change exclusively to the group music therapy 
intervention. The number of confounding variables was too substantial. Furthermore, as the 
data are not gathered over a long period of time, the changes noted could potentially be 
temporary.  
 Recording is an essential component of music therapy practice across a range of settings 
(Baker, 2013; Clements-Cortés, 2013; Kirkland & Nesbitt, 2019), and using audio and video 
recording to capture client’s music is documented as early as 1975 in Priestley’s Analytical 
Music Therapy. Priestly describes how recorded improvisations can be reviewed by the 
therapist to understand ways of interacting. Furthermore, Paul Nordoff and Clive Robbins used 
recordings to aid in session planning and to monitor change (Nordoff & Robbins, 1975). In the 
current study, however, video and/or audio recordings were not used as some participants did 
not wish to be recorded. For this reason, it was difficult to review and analyse musical processes 
in detail as the researcher relied on her descriptive session notes.  
 
8.5.4 Role of Therapist and Researcher  
 There are a number of benefits involved when therapists are actively involved in 
research such as access to clinical sites, bringing their skills and perspectives to the research, 
and having investigators who are trusted by participants which may support their participation 




qualified speech and language therapist and music therapist was considered an advantage when 
developing Phase 2 of this study and subsequent recruitment of participants for the music 
therapy group intervention. As a speech and language therapist, the researcher was able to 
communicate with the camp organisers and therapists in terms that they valued and understood. 
Similarly, as a music therapist, the researcher was aware of potential challenges in 
implementing music therapy in new settings and developed strategies to address these 
challenges (Yanos & Ziedonis, 2006). 
 Carrying the dual roles of the therapist(s) and researcher, however, has challenges. 
Studies on research ethics have noted that there is often conflict between the interests of the 
individual participant and the aims of a research study (Yanos & Ziedonis, 2006). Furthermore, 
role confusion (internal and external) can be difficult for the therapist-researcher to navigate.  
 The researcher’s personal involvement at a number of levels and in multiple roles 
(principal investigator, dual-qualified speech and language therapist and music therapist, music 
therapist delivering intervention) in this study may be considered a limitation. Dileo (2000) 
reports that in multiple relationships and roles, there is an inherent power difference between 
the therapist and client. Furthermore, the researcher was not the only individual who had a dual 
role; the adolescents were participants in the study as well as clients (Ansdell & Pavlicevic, 
2001). It is possible that these dual roles may have affected the participants’ comfort levels 
with offering negative feedback about the topic in question, the adolescents may have felt 
embarrassed to withdraw from the research, and/or may have that withdrawing from the 
research study would affect their relationship with the therapist.  
 In order to address the challenges of being a multiple agent in this study, the researcher 
limited direct research contact with adolescent participants. The researcher was not involved 




assistant completed follow up interviews with this group of participants. Through bracketing, 
research supervision, clinical supervision, and careful decision-making regarding ethics, it was 
possible for the researcher to engage in meaningful scholarship while still retaining an 
integrated identity as PhD candidate, speech and language therapist and music therapist. 
  
8.6 Recommendations for Future Research  
 Further research is needed to confirm and validate the findings of this study. This could 
be achieved through a multi-site investigation, ideally camps, schools, primary care clinics or 
associations initially in Ireland and then internationally.  
 It would be useful to replicate the study with further samples of adolescents who 
stammer and extend the database on outcomes from music therapy. With a wider cohort, it may 
be possible to identify unique outcomes. Given the popularity and use of social media platforms 
such as Facebook, Twitter and Instagram among younger people, the researcher suggests 
utilizing social media recruitment. This would offer the potential to reach a larger audience. 
Furthermore, social media-enabled research studies are suited for connecting with groups that 
may be hard to reach (Arigo, Pagoto, Carter-Harris, Lillie, & Nebeker, 2018) such as 
adolescents who experience stammering.  
 Future research might explore and contrast music therapy with alternative approaches 
that address the covert aspects of stammering such as Acceptance and Commitment Therapy, 
Cognitive Behavioural Therapy and/or drama workshops/groups. Case studies, small-group 
cohort-control and case-control studies are recommended as possible study designs to extend 




 In addition to the OASES, there are other measurement tools that more directly assess 
change that could be included in future studies. Coleman (2018) suggests the following 
assessments to evaluate the impact of stammering on overall communication:  
• The Cognitive, Affective, Linguistic, Motor, and Social Assessment for School-Age 
Children Who Stutter (Healey, 2012).  
• The Behaviour Assessment Battery for School-Age Children Who Stutter (Brutten & 
Vanryckegham, 2007). 
  
 Along with standardised assessment tools to measure and explore change in individuals 
who stammer, the researcher suggests translating data into arts-based forms. Arts-based 
research is valuable in “extending our methods in exciting and creative ways and, more 
importantly, in extending our capacity for understanding the human condition” (Chamberlain, 
McGuigan, Anstiss, & Marshall, 2018, p. 133). Furthermore, arts-based data can make research 
more effective and accessible beyond the scientific method (Bagley & Castro-Salazar, 2017).  
 To combat the low response rate, the researcher recommends exploring ways to ensure 
privacy while at the same time securing response and completed measures from all participants. 
Another recommendation is to lengthen the follow-up period for post-test measures. This 
would allow for a more detailed consideration of the durability of improvements over a longer 
timeframe.  
 This study focused specifically on adolescents who stammer. It would be of interest to 
carry out a similar study with younger children and/or adults to see whether music therapy can 






8.7 Summary   
 This PhD study is the first to investigate music therapy with adolescents who experience 
developmental stammering. A mixed methods research design was used to supplement in-depth 
qualitative data with concise quantitative information. The study is exclusive in that it proposes 



















Chapter 9: Conclusion 
 
 
 Although stammering can have a profound impact on an adolescent’s potential to 
communicate, it is not the sole aspect of this speech disorder (Coleman, 2018). Therapists who 
work with this client group have opportunities to help adolescents who stammer not only to 
reduce the amount of stammering, but also to lessen the negative impact that stammering can 
have on an adolescent’s life. This highlights the need for holistic and flexible treatments that 
address not only the speech/communication impairment, but also prevent distress, improve 
quality of life, and promote well-being.  
 This thesis is exclusive in that, it proposes a novel approach to the management of such 
needs. An embedded mixed methods research design incorporating qualitative semi-structured 
interviews and a quantitative assessment measure was implemented to explore the effectiveness 
and potential benefit of music and music therapy with adolescents who stammer. Mixed 
methods research designs have been demonstrated to be meaningful in the fields of stammering 
(Beilby, Byrnes, Meagher, & Yaruss, 2013; Irani, Gabel, Daniels, & Hughes, 2012), music 
therapy (Bradt, Burns, & Creswell, 2013; Chin, 2019; Erkkilä, 2016) and in health services 
research (O’Cathain, Murphy, & Nicholl, 2007). This design was deemed appropriate for the 
current study to outline succinct quantitative information with layered in-depth qualitative data.  
 Although the preliminary results from this study are favourable, further research is 
needed to establish whether there are unique aspects of a music therapy intervention that are 
more beneficial than others. In addition, the researcher recommends gathering longitudinal data 
with a larger sample size to ascertain if the changes observed continue over time and 




 It is hoped that future research will continue to shed light on the needs of individuals 
who stammer and lead to novel and creative treatment options. The benefits of implementing 
a music therapy service for this client group could be further investigated, with a view to 
developing key stakeholders’ understanding of how incorporating this intervention could make 
a significant difference to the lives of individuals who stammer.  
 
 The final words of this PhD thesis are taken from interviews with the participants who 
benefited from using music, and from the experience of music therapy.  
 
“Because it [group music therapy] gave me a lot more confidence and there’s 
this boy in my class and like last, especially, he’s been really mean to me and 
calling me names about my stutter and stuff, so I felt like I got a lot more 
confidence” 
 
“I would very rarely not do something musical for a few days. I certainly found 
that around the time I was getting good at music was around the time I was 
getting good and confident at speaking. They gotta go hand in hand”  
 
“I couldn’t and still can’t trust my speaking voice, it’s the same motor function 
but I can trust my singing voice. Music was and is the way I communicate. I 
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Appendix 2: Phase 1 Participant Information Sheet  
 





My name is ___________, and I am currently studying for ______________. As part of my 
studies I am carrying out a Final Year Project on “An exploration of the role of music in the 
life of musicians who stammer”. 
 
The research question in topic is how music pays a vital role in the life of a stammering 
musician. It is to do with how musicians/singers may benefit from music production to help 
them with their stammer. I will be asking participants to complete a brief interview with me. I 
will be asking them questions to do with the subject in topic. If participants feel comfortable, I 
will record the interviews. 
 
If participants are willing and available, I will conduct the interview in the Irish World 
Academy. I hope to meet participants involved in the research once and for about an estimated 
time of 20-30 minutes.  
 
These interviews will be private and confidential. If at any time participants don’t feel 
comfortable with the questions I ask, they are not obliged to answer them. I will only be keeping 
the interviews for my own use and research. Participants will be informed of the research and 
its process through receipt of the information sheet and consent form. I will also consult 
informants personally prior to interviews to ensure they understand what is being asked of 
them. 
 
Interviews will only be arranged after one has agreed to participate. Seven days will be given 
after invitation without communicating with participants to ensure they have time to consider 
whether they wish to participate. 
Consent to use information gathered in the interview will be confirmed after the interview. 
Participants will have another 28 days after the interview to withdraw their consent from. 
 
If you require more information on this research project, please contact me on the details below.  
 
Principal investigator:  
 
 
FACULTY OF ARTS, HUMANITIES AND SOCIAL SCIENCES 







This research study has received Ethics approval from the Arts, Humanities and Social 
Sciences Research Ethics Committee. If you have any concerns about this study or your 
participation and wish to contact an independent authority, you may contact:  
Chairperson Arts, Humanities and Social Sciences Research Ethics Committee 
AHSS Faculty Office,  
University of Limerick,  


























Appendix 3: Phase 1 Participant Consent Form  
 
Participant Consent Form  
 
 
Consent Section:  
 
I, the undersigned, declare that I am willing to take part in research for the project entitled  
“An exploration of the role of music in the life of musicians who stammer” 
 
• I declare that I have been fully briefed on the nature of this study and my role in it and 
have been given the opportunity to ask questions before agreeing to participate.  
• The nature of my participation has been explained to me, and I have full knowledge of 
how the information collected will be used.  
• I am aware that my participation in this study will be audio recorded and I agree to this. 
However, should I feel uncomfortable at any time I can request that the recording 
software be switched off. I am entitled to copies of all recordings made and am fully 
informed as to what will happen to these recordings once the study is completed.  
• I am also aware that any information, or recordings collected will be securely stored, and 
destroyed after three years in line with the Data Protection Act.  
• I am aware that such information may also be used in future academic presentations and 
publications about this study.  
• I fully understand that there is no obligation on me to participate in this study.  
• I fully understand that I am free to withdraw my participation at within 28 days without 
having to explain or give a reason.  
• I am entitled to full anonymity.  
• I am entitled to full confidentiality in terms of my participation and personal details.  
 
I may choose to waive my anonymity by ticking the box below; in this case, confidentiality 
will still be maintained with regard to any statements I make which are not relevant to this 
particular project.  
 
 I would like to be named in the reporting of this project, including within future academic 




FACULTY OF ARTS, HUMANITIES AND SOCIAL SCIENCES 





Appendix 4: Phase 1 Therapist Information Sheet  
 
Participant Information Sheet  
 
Dear Sir/Madam,  
 
My name is Jessica O’ Donoghue, and I am a speech and language therapist, music therapist 
and doctoral research student in the Irish World Academy of Music and Dance, University of 
Limerick. My supervisors and I are undertaking a study exploring the effectiveness and 
potential benefit of music therapy for adolescents who experience developmental stuttering.   
I would like to interview professionals who are working with, or have previously worked with, 
individuals who experience stuttering. Specifically, I am interested in music therapists and 
speech and language therapists.   
 
I should be grateful if you would consider taking part; however, participation is voluntary, and 
you may withdraw at any stage without obligation to anyone.  
 
The interview can be completed in person at a time and place of your choosing, or over Skype 
and should take no more than 30 minutes to complete.  
 
Many thanks for reading this letter and for considering whether you would like to take part in 
this study.  
 
Yours sincerely,  
 
Doctoral Music Therapy Student 
 
If you require more information on this research project, please contact me on the details below.  
Principal investigator: Jessica O’ Donoghue, Jessica.m.ODonoghue@ul.ie  
Supervisor: Dr. Hilary Moss, Hilary.Moss@ul.ie  
This research study has received Ethics approval from the Arts, Humanities and Social 
Sciences Research Ethics Committee (2018-02-01-AHSS). If you have any concerns about this 




Chairperson Arts, Humanities and Social Sciences Research Ethics Committee 
AHSS Faculty Office 
University of Limerick 




























Appendix 5: Phase 1 Therapist Consent Form  
 
 
Consent Section:  
I, the undersigned, declare that I am willing to take part in research for the project entitled   
“The effectiveness and potential benefit of music therapy for adolescents who experience 
developmental stuttering”.  
 
• I declare that I have been fully briefed on the nature of this study and my role in it and have 
been given the opportunity to ask questions before agreeing to participate.   
• The nature of my participation has been explained to me, and I have full knowledge of how 
the information collected will be used.  
• I am aware that my participation in this study will be audio/video recorded and I agree to 
this. However, should I feel uncomfortable at any time I can request that the recording 
software be switched off. I am entitled to copies of all recordings made and am fully 
informed as to what will happen to these recordings once the study is completed.  
• I am also aware that any information, or recordings collected will be securely stored, and 
destroyed after seven years in line with the Data Protection Act.  
• I am aware that such information may also be used in future academic presentations and 
publications about this study.  
• I fully understand that there is no obligation on me to participate in this study.  
• I fully understand that I am free to withdraw my participation without having to explain or 
give a reason, up to a period of two weeks after the data collection is completed.  
• I am entitled to full anonymity.    
• I am entitled to full confidentiality in terms of my participation and personal details.  
 
• I may choose to waive my anonymity by ticking the box below; in this case, confidentiality 
will still be maintained with regard to any statements I make which are not relevant to this 
particular project.   
 
 I would like to be named in the reporting of this project, including within future academic 
presentations and publications.  
 




_________________________________         ______________________ 




Appendix 6: Phase 2 Adolescent Information Sheet  
 
Participant Information Sheet  
 
Dear Participant,  
 
My name is Jessica O’Donoghue and I am a student at the University of Limerick. I am carrying 
out a research project on music therapy and stuttering. This information letter will tell you what 
the study is about.  
 
The study aims to find out if music therapy might help adolescents who experience stuttering. 
In music therapy, therapists use different music activities to support people of all ages and 
abilities. Some of these activities are singing, songwriting, playing instruments, and listening 
to music. You don’t need to have any background in music to take part.  
 
You are invited to participate in group music therapy sessions with me at Camp Dream. Speak. 
Live. These sessions will take place from Monday 1st to Friday 5th July in the afternoons.  
 
You might decide that you don’t want to take part in an activity or that you don’t want to 
answer a question. If this happens, you do not have to do anything you do not wish to. All 
information which is collected about you during the study will be kept in private and stored 
safely. Your name will not appear in any information. You will be given a fictional name when 
the information is being written in reports by the researcher.  
 
Participation in this study is voluntary and you are free not to take part or to stop your 
participation in this study at any time.  
 
At the end of the study, some information will be used to present results. This information will 
be entirely anonymous. Your name will not appear in any of the results. If you require more 
information on this research project, please contact me on the details below.  
 
Principal investigator: Jessica O’ Donoghue, Jessica.m.ODonoghue@ul.ie  
Supervisor: Dr. Hilary Moss, Hilary.Moss@ul.ie  
This research study has received Ethics approval from the Arts, Humanities and Social 
Sciences Research Ethics Committee (2018-02-01-AHSS). If you have any concerns about this 
study or your participation and wish to contact an independent authority, you may contact:  
Chairperson Arts, Humanities and Social Sciences Research Ethics Committee 
AHSS Faculty Office 








Yours sincerely,  
 


















Appendix 7: Phase 2 Parent Information Sheet 
 
Parent Information Sheet 
 
Dear Parent(s),  
 
My name is Jessica O’Donoghue and I am a Speech and Language Therapist, Music Therapist 
and doctoral research student in the Irish World Academy of Music and Dance, University of 
Limerick. My supervisors and I are undertaking a study exploring the potential benefit(s) of 
music therapy for adolescents who experience stuttering.  
 
Music therapy has been shown to be a beneficial and enjoyable therapy for individuals who 
experience communication difficulties. I will be providing group music therapy sessions at 
Camp Dream. Speak. Live. These sessions will take place from Monday 1st to 5th July in the 
afternoons from 15.00 – 16.30 pm. Activities will include singing, playing instruments, 
creating new music through songwriting, and listening to music.  
 
If your child decides to take part, I hope that it might be enjoyable for them. There may be no 
direct benefit(s) to participating in sessions, but I hope that the activities will increase their 
communication competence and offer a safe space to discuss feelings about stuttering.  
I should be grateful if your chid would consider taking part; however, participation is voluntary, 
and your child may withdraw at any stage without obligation to anyone.  
 
If you require more information on this research project, please contact me on the details below. 
Principal investigator: Jessica O’ Donoghue, Jessica.m.ODonoghue@ul.ie  
Supervisor: Dr. Hilary Moss, Hilary.Moss@ul.ie  
This research study has received Ethics approval from the Arts, Humanities and Social 
Sciences Research Ethics Committee (2018-02-01-AHSS). If you have any concerns about this 
study or your participation and wish to contact an independent authority, you may contact:  
Chairperson Arts, Humanities and Social Sciences Research Ethics Committee 
AHSS Faculty Office 
University of Limerick 










Yours sincerely,  
 




















Appendix 8: Phase 2 Consent and Assent Forms  
 
Parent/Guardian Consent Form  
 
  
I, the undersigned, declare that I am willing to allow my under 18 year old son/daughter to 
take part in research for the project entitled “An investigation of the effectiveness and 
potential benefit of music therapy for adolescents who experience developmental stuttering”.   
  
• I have been fully briefed on the nature of the participation by my under 18 year old 
son/daughter.   
• I am aware that any information, or recordings, collected will be securely stored, and 
destroyed after seven years in line with the Data Protection Act.   
• I am aware that there is no obligation on my under 18 year old son/daughter to participate 
in this study.   
• I am aware that my under 18 year old son/daughter is free to withdraw his/her participation, 
without having to explain or give a reason.   
• I am aware that I may withdraw my under 18 year old son/daughter from participating in 
the project at any time without having to explain or give a reason, up to a period of 28 days 
after the data collection is completed.   
• I declare that I have read the information letter, and that my under 18 year old son/daughter 
is aware of their role as a participant in the project.   
  
____________________________________  ____________________  
Signature of Parent/Guardian   
Date   
__________________________________  ____________________  




Appendix 9: Phase 2 Adolescent Assent Form  
 
Assent Form   
 
  
I am willing to take part in the project entitled “An investigation of the effectiveness and 
potential benefit of music therapy for adolescents who experience developmental stuttering”.   
  
• I have been told about the project.  
• I understand what the project is about.   
• I understand that I do not have to take part in this project.   
• I understand that I can stop taking part at any time, and that I do not have to explain 
why I want to stop.   
• I understand that I can decide that I do not want to take part in the project at any time 
without having to explain why, up to 28 days after the information has been collected.   
• I understand that as far as possible no one outside the project will know I took part.   
• I understand no one outside the project will be given personal information about me.  
  
  
_________________________________    __________________  
Signature of Participant      
  
  
  Date  
_________________________________    __________________  

































Appendix 12: Phase 3 Information Sheet and Consent Form  
 
Parent Information Sheet  
 
Dear Parent(s)/Guardian(s) 
I am contacting you in relation to your child's participation in the student entitled Exploring 
the potential benefit(s) of music therapy for adolescents who experience stuttering. 
In addition to attending music therapy group sessions during Camp Dream. Speak. Live, I 
would like to invite your child to participate in this study further. If you/your child agrees to 
participate, s/he will be invited to take part in a one-to-one interview with a member of the 
research team. Your child will be asked several questions about his/her experience of music 
therapy. This interview will be audio-recorded and is expected to take 20-30 minutes to 
complete. 
These interviews will take place as follows: 
     Date: Friday 25th October Time: 3  6 pm Venue: Kerry Community Services, Rathass, 
Tralee, Co. Kerry 
Date: Thursday 31st October Time: 3 6 pm Venue: Kerry Community Services, Rathass, 
Tralee, Co. Kerry 
Date: Friday 1st November Time: 3  6 pm Venue: Killarney Clinic; Grosvenor Court, 
Killarney, Co. Kerry 
If the above days/times are not possible for you to attend due to schedule or location, the 




your nearest town. Alternatively, interviews can be completed by phone/email/letter. Please 
contact the research assistant at ____________________ to schedule an interview.  
All information which is collected about your child will be kept strictly confidential. All data 
will be stored without any identifying information under secure conditions. I should be grateful 
if your child would consider taking part; however, participation is voluntary, and your child 
may withdraw at any stage without obligation to anyone. 
The results of this study may be published in different journals or presented at conferences. 
You/your child will not be identified in any publication arising from the study without written 
consent. A summary of the results will be available at the end of the study. I can post or email 
these to you. 
If you have any queries or would like to contact me before making up your mind, my mobile 
phone number and email address are available below: 
Phone: + 353857733429 
Email: Jessica.ODonoghue@ul.ie 
This research study has received Ethics approval from the Arts, Humanities and Social 
Sciences Research Ethics Committee (2018-02-01-AHSS). If you have any concerns about 
this study or your participation and wish to contact an independent authority, you may contact: 
Chairperson Arts, Humanities and Social Sciences Research Ethics Committee. 
AHSS Faculty Office  
University of Limerick  
Tel: +353 61 2102286 
Email: FAHSSEthics@ul.ie  
 
Yours sincerely,  
 





Participant Information Sheet  
 
Dear Participant, 
I am contacting you in relation to your participation in the study entitled Exploring the potential 
of music therapy for adolescents who experience stuttering. 
In addition to attending music therapy group sessions during Camp Dream. Speak, Live., I 
would like to invite you to participate in the next stage of this study. If you agree to participate, 
you will be invited to take part in a one-to-one interview with a member of my research team. 
This interview will be audio-recorded and is expected to take 20-30 minutes to complete. You 
will be asked several questions about your experience of music therapy. 
These interviews will take place as follows: 
• Date: Friday 25th October Time: 3 — 6 pm Venue: Kerry Community Services, Rathass, 
Tralee, Co. Kerry 
 
• Date: Thursday 31st October Time: 3  6 pm Venue: Kerry Community Services, 
Rathass, Tralee, Co. Kerry 
 
• Date: Friday 1st November Time: 3  6 pm Venue: Killarney Clinic, Grosvenor Court, 
Killarney, Co. Kerry 
If the above days/times are not possible for you to attend due to schedule or location, the 
research assistant can meet you at a time and place of your choosing, such as your home or in 
your nearest town. Alternatively, if you would prefer not to take part in a one-to-one interview, 
you can answer questions by phone/email/letter.  
You might decide that you don't want to take part or that you don't want to answer a question. 
If this happens, you do not have to do anything you do not wish to. All information which is 
collected about you during the study will be kept private and stored safely. Your name will 
not appear in any information. You will be given a fictional name when the information is 
being written in reports by the researcher. 
Participation in this study is voluntary and you are free not to take part or to stop your 
participation in this study at any time. 
At the end of the study, the results will be used to present findings. This information will be 
entirely anonymous. Your name will not appear in any of the results. 
If you have any questions or would like to talk to me before making up your mind, my mobile 






This research study has received Ethics approval from the Arts, Humanities and Social 
Sciences Research Ethics Committee (2018-02-01 -AHSS). If you have any concerns about 
this study or your participation and wish to contact an independent authority, you may contact: 
Chairperson Arts, Humanities and Social Sciences Research Ethics Committee. 
AHSS Faculty Office  
University of Limerick  
Tel: +353 61 2102286 





















Parent Consent Form  
 
FACULTY OF ARTS, HUMANITIES AND SOCIAL SCIENCES RESEARCH 
ETHICS COMMITTEE 
PARENTAL/CARER ETHICAL CONSENT 
 
Title of Study: Exploring the potential benefit(s) of music therapy for adolescents who 
experience stuttering.  
• I have read and understood the parent/carer information sheet. 
• I understand what the study is about, and what my child’s results will be used for. 
• I understand where the research will be carried out. 
• I understand that my child’s name will not appear on any research data from this study. 
• I give permission that my child’s data can be used anonymously in report format and 
published output (e.g. journal publication). 
• I am fully aware of all of the procedures involving my child, and of any risks and benefits 
associated with the study. 
• I know that my child’s participation is voluntary and that I can withdraw my child’s 
participation in the study at any stage without giving any reason, up to a period of 14 days 
after the data collection is completed. 
• This study requires audio recording, please tick the appropriate box:  
 
o I am aware that my child’s participation in this study will be audio recorded and I 
agree to this. However, should I or my child feel uncomfortable at any time I/my 
child can ask that the recording equipment be switched off. I am entitled to an 
anonymised summary if I or my child wants to review it. I am fully informed as to 
what will happen to these recordings once the study is finished.  
 
o I do not agree to my child being audio/video recorded in this study.  
 
After considering the above statements, I consent to my child __________________ (name) 
being involved in this research project. 




Name of Parent/Carer: (please print): ________________________ 
Parent Signature: _______________________________ Date: __________________ 



























Parent/Carer Data Protection Consent  
 
FACULTY OF ARTS, HUMANITIES AND SOCIAL SCIENCES RESEARCH 
ETHICS COMMITTEE 
PARENTAL/CARER DATA PROTECTION CONSENT 
I, the undersigned, declare that I freely give specific, informed and an unambiguous consent to 
the University to process my child’s Personal Data for the purposes of undertaking the research 
project entitled Exploring the potential benefit(s) of music therapy for adolescents who 
experience stuttering.  
• I declare that I have read and fully understand the contents of the Research Privacy 
Notice, which is appended at Appendix 1 of this Consent form, and explicitly consent 
to my child’s personal data being processed in accordance with this Research Privacy 
Notice. Yes           No  
 
• I explicitly consent to the University contacting me as part of current or similar future 
research and holding my contact details on its database for the purpose of contacting 
me. Yes           No  
 
 
Signatures for Data Protection Consent 
_______________________    ____________________  ___________ 
Name of Child’s parent/guardian   Signature    Date 
[IN CAPITALS] 
I have witnessed both the parent/guardian and the child read and fully understand the contents 
of the Research Privacy Notice. I have answered questions, to the best of my ability, so as to 
ensure that the participant understands to what they are freely consenting.  
_____________________    ____________________ ___________ 




Participant Assent Form  
 
FACULTY OF ARTS, HUMANITIES AND SOCIAL SCIENCES RESEARCH 
ETHICS COMMITTEE 
ASSENT FORM  
 
I am willing to take part in the project entitled “Exploring the potential benefit(s) of music 
therapy for adolescents who experience stuttering”   
• I have been told about the project.  
• I understand what the project is about.  
• I have been told what I will be doing.  
• I understand what I will be doing.  
• I understand that I may be audio recorded and I agree to this. However, if I feel 
uncomfortable at any time, I know I can ask for the recording to stop.  
• I understand that I am entitled to copies of all recordings made.  
• I understand what will happen to the recordings once the project is complete. 
• I understand that I do not have to take part in this project. 
• I understand that I can stop taking part at any time, and that I do not have to explain 
why I want to stop. 
• I understand that I can decide that I do not want to take part in the project at any time 
without having to explain why, up to 14 days after the information has been collected. 
• I understand that as far as possible no one outside the project will know I took part. 
• I understand no one outside the project will be given personal information about me. 
 
_________________________________  __________________________ 
Signature of Participant     Date 
_________________________________  __________________________ 





Appendix 13: Phase 2 Sample Interview Transcript 
 
Sample 1: 
Interviewer: Ok, cool, so, why did you participate, why did you take part in the group music 
therapy, was it something that you wanted to do or was it something you thought oh I should 
do it or it was something someone suggested to you?  
 
Adolescent: Em, I actually wanted to do it because I like music itself  
 
Interviewer: Ok  
 
Adolescent: Yeah  
 
Interviewer: So, you thought, “I might enjoy this because I like music” 
 
Adolescent: Yeah  
 
Interviewer: Great, great, and what types of things did you do during the music therapy?  
 
Adolescent: Em, we sang, em, we played some instruments 
 
Interviewer: Ok  
 
Adolescent: And, em, yeah 
 





Adolescent: We listened to like other p-, like other people’s songs, like what they like  
 
Interviewer: Oh right, ok, and did you think that was a good thing to do, learning about other 
people’s favourite songs?  
 
Adolescent: Em, yeah  
 
Interviewer: Cool, and was there different types of music that you hadn’t heard before?  
 
Adolescent: Em, no, just all the same  
 
Interviewer: Stuff that you liked? 
 
Adolescent: Yeah  
 
Interviewer: Yeah, cool, so, this question is, what music-based activity did you find the most 
useful? So, just what kind of activity with the music did you find useful? 
 
Adolescent: Em, the singing part, yeah  
 
Interviewer: Cool. When you say singing part, what does that involve?  
 
Adolescent: When you sing, like, you don’t really stammer as you would speak so it helps you 





Interviewer: Yeah right ok, so that’s why you thought it was useful?  
 
Adolescent: Yeah  
 
Interviewer: Yeah, and have you been singing much since?  
 


















Sample 2:  
Interviewer: So, had you ever heard about or gone to music therapy before you went to the 
camp?  
 
Adolescent: Mmm, no  
 
Interviewer: And what did you think it was going to be like?  
 
Adolescent: I thought we were going to sing songs and play instruments  
 
Interviewer: Yeah, and was that right?  
 
Adolescent: Yeah  
 
Interviewer: Yeah, so you got to do those things? So, why did you think you’d like to go and 
try the music therapy?  
 





Interviewer: Ok, so those were your reasons for wanting to go. What types of things did you 
do during the music therapy?  
 
Adolescent: We sa-, we got to pick songs liked and we got to pick out who picked those songs 
and one of my songs that I picked out was, em, Titanium  
 
Interviewer: Really? That’s a good tune isn’t it?  
 
Adolescent: Yeah  
 
Interviewer: Was there any music game or activity that you did during the camp that you 
thought might be good?  
 
Adolescent: We got to sing different songs  
 
Interviewer: Ok, so you found the singing songs the most useful?  
 
Adolescent: Yeah  
 




Adolescent: Em, because I do choir up in the church on a Wednesday night  
 
Interviewer: Right  
 
Adolescent: And I like singing  
 
Interviewer: Ok, great, and can you describe for me what it was like to take part in the group 
music therapy, what was it like for you?  
 














































Appendix 18: Pre- and Post-Overall Impact Scores for OASES Wilcoxon 
Signed Rank Test 
 
 
 
